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Tributes and eulogies are usually for men who have died. I wish to pay tribute, 
on behalf of the International Academy of Proctology, to one who is still alive— 
very much alive, and can appreciate the thoughts of his medical colleagues. 


“°Tis better that a man’s own works 
Than any other man’s words, 
Should praise him.” 


In a similar vein, Phillip Brooks wrote: “A biography is indeed a book; but 
far more than it is a book, it is a man... .” 


To the men who have widened the boundaries of human knowledge and 
human welfare, we owe a debt which we can repay only by a grateful remem- 
brance of the work these men have done. Often the lives of these men are un- 
eventful lives, as we measure lives in the light of the world’s greatness and 
importance. For they live quietly and work quietly. . . . But theirs are full lives— 
and their record is part of “the permanent record” of human achievement and 
progress. 


And when the real history of this atomic era is written, it will be that the most 
important and significant chapters will not be those which deal with events that 
have “shaken the world,” but rather those events which, though less renowned 
than wars and victory, atom bombs and jet planes, are, in truth, more enduring— 
events that “have helped the world”! 


The purpose of science and knowledge is, after all, the help it can give men 
towards better ordered lives. The most outstanding feature in the lives of the 
world’s truly great men is their willingness for public service. In going over their 
lives we note that, for the most part, the pulsation of their personal enthusiasm 
and dedication to service—love for one’s work and for one’s fellowman—is their 
life’s greatest asset. 


In paying tribute to Dr. Louis H. Bauer, of the World Medical Association, 
it is not difficult to find many such qualities worthy of praise, nor is it difficult 
to recall instances of his goodwill, kindliness, and selfless dedication to the 
service of others. His humanitarianism is boundless—for he gave himself un- 
stintingly to all, without regard to race, creed, or color. 


These now are his memorial. . . . These are the most magnificent memorial 
within the best hopes and dreams of mortal man. For the best days of a man’s 





life are those in which he gives himself in service to others—giving himself, to 
live eternally in the grateful memory of his fellowmen! 


To live for others is greater than to live for self; a benefactor is greater than 
the despot, no matter how powerful he may be or how farflung his empire; 
integrity is far better than gold or power. That man, then, lives happily and suc- 
cessfully who courageously and perseveringly fights life’s battles each day and 
can say: “I have lived.” If this is so, then Dr. Louis H. Bauer can truthfully say: 
“I have lived. . . . I have lived nobly and well!” 


To be a hero! The thought of it makes us shudder! For at once there arises 
before our mind the picture of soldiers scaling the fire-spitting ramparts of a 
fortress. Yet, the world has many unheralded, unsung heroes. . . . For, reduced 
to simple terms, heroism is the word for that unwavering fidelity we exercise in 
the service of our fellowmen; heroism is the uninterrupted determination to 
serve others faithfully, loyally, at all times and in all things, and in the best 
manner possible. If such is the meaning of heroism, then Dr. Louis H. Bauer, 
because of his splendid International work with the World Medical Association, 
is indeed a hero. 


The influence of any man who is at once both strong and good is like the 
shadow of a tree on a hot day. It refreshes and renews the human spirit to press 
on with surer stride toward some worthy goal. It is said that “He has achieved 
success who has lived well, laughed often, and loved much; who has gained the 
respect of intelligent men and the love of little children; who has filled his niche 
and accomplished his task, whether by an improved poppy, a perfect poem, or a 


rescued soul; who has never lacked appreciation of earth’s beauty or failed to 
express it; who has looked for the best in others and given the best he had; whose 
life was an inspiration and whose memory a benediction.” If such be the mean- 
ing of success, then Dr. Louis H. Bauer has been successful—eminently success- 
ful! His life is an inspiration—his memory ever will be a benediction! We of the 


Academy salute him! 
Epwaprp J. Krot, M.D. 
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LETTERS 
TO THE EDITOR 


From: Dr. T. K. Thomas 
St. George’s Hospital Library and 
Free Reading Room 
Punalur, P. O. 
Travancore, S. India 
Gentlemen: 
Please send me two sample copies of 


your publication THE JouRNAL oF Proc- 
TOLOGY AND GASTROENTEROLOGY publish- 


ed by you with subscription blank. 

I also request you to kindly send me a 
complete set of reprints of important 
articles written by the members of your 
Academy with booklets and 


issued by you from time to time as we 


pamphlets 


have no good medical literature in this 
part of the world. 
Thanking you. 
Yours very truly, 
Hon. Librarian 


Reply to Above Letter. 


Dear Dr. Thomas: 

Your request for sample copies and 
subscription order blank for the American 
Journal of Proctology has been forwarded 
to the Business Office of the Journal. 

A News Note will be published in one 
of the subsequent issues of the Journal. 
or in the Bulletin of the Academy, re- 
questing that reprints of important ar- 
ticles by members of the Academy be 
forwarded directly to you. This should 
assist your library. 

If there is anything further that we can 
do to help you develop proctology in India 


—Concluded on page 260 
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RECTOCAINE offers freedom from pain both before and 


after surgery! 


RECTOCAINE permits immediate ambulation 
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RECTOCAINE may be used in hospital or office to treat or 


prevent pain! 


RECTOCAINE. offers rapid return to work for the patient! 


RECTOCAINE 


The Oil Soluble Anesthetic of Choice 


Boxes of 6, 25 or 100, 5 c.c. sterile ampoules 


Also in ointment or suppositories 
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SYMPOSIUM ON COLON SURGERY 





Volvulus of 


Sigmoid Colon 


Diagnosis and Treatment 


EDWARD J. KROL, B.S., M.D “ F.1LC.S., F.1.A.P.* 
FRANCIS B. TABAKA, B.S., M.D., gee 
Chicago, Ill. 


Volvulus is an abnormal rotation, twist- 
ing or torsion of the intestinal tract, some- 
times associated with knotting of intestinal 
loops, and with partial, complete or stran- 
gulated intestinal obstruction. Clinical fea- 
tures in this condition are associated with 
rapid, severe, distension of the closed loop. 
together with early onset of gangrene due 
to both intra-mural and extra-mural stran- 
culation. 

Volvulus may occur anywhere along the 
gastro-intestinal tract, except in the retro- 
peritoneal segments. Volvulus of the large 
colon is most common and in most cases 
the site of the lesion is the sigmoid. 

This paper will deal solely with acute 
volvulus of the sigmoid colon. Although 
this entity is a rare condition in North 
America, England and Western Europe, 
as compared to Middle Europe, Russia, 
Scandinavia and India, it must be borne 
in mind in the differential diagnosis of the 
acute abdomen with rapid distension. 
Early diagnosis and proper treatment is 
imperative to prevent untimely death. 

In the United States, 1-4% of all in- 
testinal obstructions are those due to acute 
volvulus of the sigmoid colon. Yet, it is 
in this very small percentage of rare ob- 
structions that a very high mortality rate 
(30-60%) exists, due to delay in diagnosis 
and improper treatment. 

Incidence Griffin. Barton, and Meyer, 
reporting from Cook County Hospital on 
1166 cases of intestinal obstruction, found 
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that 25 or 2.2%, were due to acute 
volvulus of sigmoid. Sweet, reporting 
from Mass. Gen’l Hospital on 520 cases 
obstruction, found that 3] 
, were due to volvulus of the 


cases, 


of intestinal 
cases, or 1.9% 
sigmoid. Braun and Wortmann, reported 
102 cases of intestinal obstruction from 
Freidriehscheim Hospital, Germany, 
listed volvulus of the sigmoid as occurring 
in 31 cases, or 33.3%. Oblanski of Russia 
reported 19 cases of acute volvulus of the 
sigmoid, or 50% out of 38 cases of intesti- 
nal obstruction. 

The largest number of cases are found 
in middle and elderly age groups, rarely 
before the age of 30, although Dean and 
Murry reported one case in a 4 year old 
girl with Hirschsprung’s 
Miller of Chicago reported a case in a 
14 year old girl. They occur 
quently in men rather than women (4:1). 
owing perhaps to the relative narrowness 
of the male pelvis, strong abdominal wall. 
with absence of a lax abdominal wall 
which provides and facilitates a spon- 
taneous reduction. 


Etiology Actual causes of this condi- 


and 


megacolon. E. 


more fre- 


tion are not definitely established, al- 
*Clinical Assistant in Surgery, Stritch School of 
Medicine, Loyola University, Chicago, _ Illinois. 
Senior Attending Surgeon, Holy Cross Hospital, 
Chicago, Illinois, 

t Associate Attending Surgeon, Columbus Hospital 
Chicago, Illinois. 

Presented at the Fifth Annual Convention, Inter- 
aha Academy of Proctology, May 30, 1953, 
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though the following etiological factors 
are contributory and predisposing. 
1. Elongated Sigmoid Colon 
(a) Freely movable 
(b) Vegetable diet -— agreed to by 
most writers, especially Rus- 
sians. 
(c) Congenital racial characteristics 
—“Delafield et al, Peru.” 
2. Elongated Mesosigmoid 
(a) Congential 
3. Short Attachment of the Mesosigmoid 
(a) May be congenital. 
4. Mesosigmoiditis (Laurel—Stock- 
holm) 
(a) “Inflammatory condition pro- 
duced by vascular strangulatory 
changes from repeated twist- 


” 


ings. 





on 


. Megacolon 
(a) Especially containing heavy 
fecal masses causing weight ot 
intestine to sag and to obstruct 
empty sections of bowel. 
6. Adhesions of Sigmoid Colon 
7. Increased Peristaltic Activity 
(a) Due to diets, drugs, and violent 
purgatives. 
8. Avitaminosis and Malnutrition. 
Ligat and Overend* divide the causa- 
tive factors into two groups. 
|. Primary —factor is stated to be the ab. 
normal length of the Pelvic Colon. 
Il. Secondary —factors are considered to 
be: 
Elongation of the Pelvic Mesocolon. 


* These authors believe the actual crisis is precipi- 
tated by physical effort or violent purgation. 
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Narrowing of the base attachment of the 
Pelvic Colon to the sacrum and final- 
ly, 

Axis of Rotation formation by adhesions 
or by the close approximation of a 
loop of bowel. 


Essenson and Ginzburg, N.Y., N.Y., re- 

port outstanding elements present as: 

I. Greatly Elongated Mesosigmoid. 

II. Tremendous Redundant Pelvic Colon. 
(Figure 1). 

Classifications Various classifica- 
tions of Volvulus of the Sigmoid Colon 
have been presented by different authors 
based on the mechanical, pathological, and 
clinical features. 
|. Frimann-Dahl— (Norway )—Mechanical 

(a) Clockwise—Colic limb of the flex- 

ure passing anterior to the rectal 
portion (most common) 

(b) Counter-Clockwise—Colic limb of 


the flexure passing posterior to the 

rectal portion. (Rare) 

Il. Delafield et al (Peru) — Pathological 
A. Hypertrophic Stage. 

(a) Consists of an exaggeration of 
the thickness of the muscularis 
and serosa. 

(b) Due to increased automatic at- 
tempts toward evacuation. 

B. Intermediate Stage. 

(a) Further progress of the above 
in which repeated partial ob- 
struction has caused dilation 
and atony. 

(b) Normal and hypertrophic areas 
are still found. 

C. Atrophic Stage. 

(a) Greatly ballooned-out atonic 
bowel with atrophy of all coats 
and dense scarring in the meso- 
sigmoid. 


FIGURE 2 
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Fig. 3a. Radiographic examination of the abdomen shows marked gaseous dilatation, apparently 
in the colon, extending from the left pertion of the pelvis to the left diaphragm and displacing 
the diaphragm upward. The dilated bowe! cccupies the entire left abdomen as well as the lower 


portion of the right abdomen. 


Fig. 3b. Radiograpnic examination of the abdomen shows a 


vertical, double loop of bowel which narrows in the region of the pelvis. 


(b) All patients in this group are 
distended and constipated. 
lll. Staderman and Booth—(U.S. Navy) 
—Clinical. 
A. Acute Types 
(a) Fulminating acute cases. 
B. Subacute Types. 
(a) Recurrent cases—Chronic. 
(b) May terminate in acute type. 
Mechanism Wangensteen writes that 
torsion of 180 to 360 degrees is common, 
and the broader the mesentery the less 
the degree of twist. The degree of twist 
does not determine the completeness of 
the obstruction, but rather the tightness 
of the twist will determine whether patho- 
logical sequelae will follow. (Figure 2) 
Volvulus of the sigmoid not only occurs 
around its mesenteric axis but also around 
its longitudinal axis. The longitudinal 
axis is always of a greater degree, al- 
though the mesenteric axis is most com- 


mon. At times the intertwining of two 


coils of intestine may be involved in the 
production of volvulus of the sigmoid. 

Bruusgaard claims that in most in- 
stances volvulus begins with a symptom- 
free, physiologic torsion of 180 degrees. 
The rectal loop lying behind the colonic 
loop fills with gas and feces and falls in 
front of the empty colonic loop, to com- 
plete a 360 degree torsion. Axial torsion 
of the bowel contributes to occlusion. 

Increased peristalsis forces fluid and 
gas into the blind loop and torsion and 
distension increases. Extreme torsion leads 
to strangulation ileus and, depending on 
degree of circulatory embarrassment, ve- 
nous stasis, infarction, mesenteric throm- 
gangrene, perforation, and_ peri- 
tonitis follow. 

Frimann-Dahl believes a check valve 
mechanism is produced allowing gas (N) 
to enter loop but not out of it. 

The authors are of the opinion that a 
disturbance in the Peristaltic-Reverse 


bosis, 
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Fig. 4. Frimann-Dahl sign. Drawing to show the 
three stripe-formed lines converging towards 
stenosis. The lines consist of double intestinal 
walls. Tumor-like censity corresponding to tor- 
sion, 


Peristaltic physiology exists. That is. 
peristaltic action waves continue to propel 
gas and fluids into the lumen of the in- 
volved segment containing a distal ob- 
struction, and the lack of reverse peristal- 
tic action waves with 
causes inability to empty the gas and 
fluids proximally. (For example, blowing 
air into a balloon with only one opening 
with loss of contractility in the balloon 
wall.) One can readily see the tremendous 
distension that occurs if this process con- 
tinues uninterruptedly. It stands to reason, 
then, that if the sigmoid colon continues 
to distend and thin out its walls with 
vanishing haustral markings, rupture of 
the sigmoid colon could and does en- 
sue. The sequele of necrosis take place 
at the site of obstruction and at the most 
proximal portion of the distended, bal- 
looning dome. Vascular strangulation of 


a closed outlet, 
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the involved segment of mesentery and 
bowel are evidenced by circulatory dis- 
turbances. Gas distension predominating, 
fluid levels are present in the lower por- 
tions of the loops of bowel. With this 
concomitant strangulation of mesenteric 
vessels and circulatory disturbances, ab- 
sorption is diminished, although the vas- 
cular strangulation has no bearing on the 
production of gas. 

The above, therefore, portrays the pic- 
ture of acute volvulus of sigmoid colon 
and its ensuing signs and symptoms simi- 
lar to, but not like, acute intestinal ob- 
struction due to other causes. 


Signs and Symptoms 


Subacute Stage which is more appli- 
cable to the chronic cases of volvulus of 
sigmoid colon, is usually found in the older 
age group with a history of previous at- 


Fig. 5. Acute Sigmoid volvulous. Supine posi- 
Dense lines converging towards torsion. 


tion. 














Fig. 6. Radiographic exemination shows a nor- 
mal filling of the rectum and the distal portion 
of the sigmoid colen, at which point an ob- 


struction was met. Just below the point of 
obstruction there is marked narrowing of the 
bowel wall which shows a corkscrew appearance 
of the mucosa. There is marked gaseous dila- 
tation of the colon proximal to the point of 
obstruction occupying the entire abdomen. 


tacks and gradual onset of symptoms of 
intermittent bouts of constipation, cramp- 
ing abdominal pains and distension, fol- 
lowed by production of a copious stool 
evacuation. (Recurrent torsion with spon- 
taneous detorsion.) 

Acute Stage 
younger age group with history of rapid 
onset of symptoms of acute intestinal ob- 


Here 


usually found in the 


struction and marked prostration. 
patient presents: 

Pain, cramp-like in character, appears 
early, and is a prominent symptom and 





is localized about the umbilicus or left 
lower quadrant and later referred to the 
back. This is presumably due to tension 
on the mesentery. Hyperperistalsis may 
be noted unless peritonitis is present. 

Distension, rapid and severe, of the 
sigmoid colon, is progressive and tremen- 
dous in amount and character. If the ab- 
dominal wall is relaxed, the ballooned 
coils of sigmoid may be evident arising 
out of the pelvis. 

Nausea and Vomiting (may be transi- 
ent) rarely occurs early. This is a late 
symptom, and when it does occur and per- 
sist, is indicative of complication. 

Eructations sometimes present, although 
occur late. 

Constipation and Obstipation 
early with urge to defecate, but failure to 
do so. Urge to defecate remains unsatis- 
fied and distension increases. 


present 


Diarrhea—occasionally seen as blood or 
bloody mucous in content. 

Pulse and Respiration are rapid. 

Laboratory—Leukocytosis with shift to 
the left. 

Enema—During course of enema. colon 
is unable to retain 500 cc. of fluid, al- 
though the normal colon will retain 2000- 
3000 cc. of fluid. 

Scout film or flat plate of abdomen. 
X-ray films taken in the supine, upright 
and lateral recumbent positions, reveal a 
tremendously distended sigmoid loop which 
appears as an inverted balloon domi- 
nating the abdominal field. (Fig. 3 A-B) 
The remaining portion of the colon is 
distended and may surround the dilated 
sigmoid. The sides of the dilated sigmoid 
loop form three lines which converge 
downward toward the site of obstruction 
or stenosis. This is known as the Frimann- 
Dahl Sign. (Figures 4-5) This sign is 
pathognomonic and has always been pres- 
ent in the numerous films reviewed by the 
authors during this study. Haustral mark- 
ings are absent because of the marked 


usually continues unabated. At first it distension, and the wall may be thickened 
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if edema is present. In the presence of the upright position, fluid levels may be 
intestinal emphysema, a net-work pattern present but are not constant. The dia- 
may be observed in the bowel wall. In phragm may be markedly displaced up- 


FIGURE 7 


fig (a) fig. (b) 
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ward and the liver may even be displaced 
medially. 

Very often the appearance of the sig- 
moid loop is characteristic, but at times 
findings may be difficult to evaluate. Here. 
then, the barium enema is essential and 
diagnostic. The rectum, ordinarily col- 
lapsed, becomes distended as the site of 
obstruction is encountered. “Barium re- 
mains in the recto-sigmoid region or 
passes the obstruction and enters the dis- 
tended coil, from which the medium can- 
not be expelled,” (Bellini). The torsion 
is characteristic, and the lumen of the 
rectum shows a tapering toward the ob- 
struction with a spiral narrowing at the 
site of obstruction or stenosis, variably 
described as a “Bird’s Beak” (Bruus- 
gaard), “Snake’s Head” (Bellini), or 
“Ace of Spades” (Griffin). (Figure 6). 

The appearance may also be that of a 
screw or rosette pattern which frequently 
represents a torsion of 360 degrees. The 
site of torsion above the anus may vary, 
and may be estimated on lateral view 
films. The torsion is usually 15-30 cm. 
from the anus but may be much higher. 

Pneumoperitoneum caused by ulcera- 
tions and perforations of the bowel either 
at the obstructive site or the dome of the 
loop may be present. 

In cases of severe vascular strangula- 
tion, free fluid is usually found in the 
peritoneal cavity. Estimating the amount 
is essential, as larger amounts indicate a 
beginning gangrenous process and _peri- 
tonitis. 

While this paper is not intended to give 
a differential diagnosis there is one con- 
dition which must be differentiated by 
x-ray, namely, intestinal knotting between 
sigmoid and ileum. 

Differential points, 

Dilated small 
levels. 

Dilated sigmoid with remainder of 
colon collapsed. 


Treatment 
I. Non-Operative Reduction — Procto- 
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with fluid 


intestine 


scopic Treatment 

A. Proctoscope or Sigmoidoscope with 
intubation. In the subacute stage or very 
early phase of the acute stage (less than 
4-6 hours duration). The procedure is 
performed with the patient in knee-chest 
position, because it gives the operator 
more ease and comfort, and the volvulus is 
able to untwist more readily when the 
weight of the loop is dependent. Careful 
insertion and passing of the proctoscope 
or sigmoidoscope to the site of torsion 
or obstruction, with cautious inflation of 
the rectum. Here the scope will display 
the condition of the bowel, blood supply, 
and the mucous membrane, if barium has 
not masked it. If gross blood does not 
appear and tissue shows absence of im- 
paired circulatory pathology or devital- 
ized bowel, then a soft, well-lubricated 
rectal tube about the diameter of a finger, 
is passed through the sigmoidoscope and 
gently pushed against the twisted lumen 
beyond the point of obstruction. Usually 
no resistance is encountered (force is for- 
bidden) and passage of the tube is in- 
stantly followed by a rapid and at times 
almost explosive release of air and liquid 
feces with instant relief. 

“Hamlin, of Harvard, states the gut may 
immediately retwist, but another  sig- 
moidoscopic examination is preferable to 
the possible hazard of leaving the rectal 
tube, or foreign body, in contact with a 
partially devitalized bowel. 

When the sigmoidoscopic picture is such 
that intubation is dangerous or fails, im- 
mediate laporotomy is essential and ur- 
gent. 

Authors such as Hamlin of Harvard, 
Campbell and Smith of the University of 
Michigan and Winnibago County Hospital, 
Rockford, Ill, Isaacson and Greer of 
Washington, D. C., and Cheyenne, Wyo- 
ming, and especially Bruusgaard of 
Norway, are strong advocates and pro- 
ponents of this procedure. Bruusgaard 
differs only in the final step, in that he 
leaves the rectal tube in place for 2-3 days 
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by suturing the tube to the anal ring, 
and claims to have lowered the mortality 
statistics to a low of 14% by the use of 
this method. 


ll. Operative 
Treatment 
A. Obstructive Resection. Extra-peri- 

toneal resection of gangrenous sigmoid 

with colostomy on end in discontinuity. 

This is a good procedure in the hands 

of the average surgeon and in very bad 

risk patients. (Figure 7). 

B. Primary Resection with Anastomosis. 
As soon as the diagnosis is established. 
blood, electrolytes, fluids, antibiotics and 
chemotherapeutics are started as_ indi- 
cated. 

A long left pararectus incision is made 
and the abdominal cavity entered. The 
distended, discolored loop of sigmoid, 
(which has the appearance of a pregnant 
uterus), is exteriorized. The sigmoidal 
vessels are located, isolated, doubly 
clamped, cut and ligated. Double clamps 
are placed on the bowel just above and 
below the obstruction. Bowel is severed 
between clamps and the gangrenous loop 
is removed. Severed edges of remaining 
bowel are anastomosed by the open or 
closed method. Chromic catgut, hemo- 
static sutures are used to approximate the 
mucosal layers, and cotton #00 for the 
sero-muscular layer approximation. Pat- 
ency of bowel is tested by finger manipu- 
lation to assure absence of an intraluminal 
septum. Anastomosis can be either end- 
to-end or end-to-side. (Figure 8) 

Remarks on Surgery. Intra-abdominal 
detorsion with colopexy, colocolostomy, 
mesenteric plication and other operations 
are mentioned only to be condemned. Re- 
currence rate is 20%. 

Remarks on Anesthesia. In acute vol- 
vulus of the sigmoid it must be remem- 
bered that the surgeon is dealing with 
altered physiology, altered blood loss. 
distension and ileus with or without gas- 
tric dilatation. Vomiting or regurgitation 
may be present. Likewise, the prevention 


Reduction — Surgical 


and treatment of shock with adequate 
preparation is important. Two “intrave- 
venouses” should be running before induc- 
tion. Blood should be available and used 
only to adjust the patient, with caution not 
to overload the circulation. 

Hematocrit and hemoglobin readings 
are not as important as are the signs of 
hypovolemia. Loss of fluids give rise to 
high hemoglobin readings. Plasma ex- 
panders can be used. Anesthesia rendered 
must be such as to give adequate relaxa- 
tion to enable the surgeon to wall off the 
operative field without too steep a Tren- 
delenburg position. 

Spinal Anesthesia is dangerous because 
of prevailing shock, and the constriction 
of bowel may give rise to rupture. 

Continuous Spinal Anesthesia is excel- 
lent in skilled hands, hazardous in the un- 
skilled and inexperienced hands. 

Penthotal Sodium and Ether tend to 
perpetuate shock because of peripheral 
vasodilatation. 

Cyclopropane is the anesthetic of choice, 
with curare as indicated. 

(a) In the distended patient, cuffed- 
endotracheal intubation is performed 
under topical anesthesia of 10% cocaine, 
while patient is awake, and anesthesia 
maintained with cyclopropane. 

(b) In the decompressed patient, rapid 
induction with Pentothal Sodium, and in- 
tubation and maintenance of anesthesia 
with cyclopropane. 


Conclusions 


1. Etiology, diagnosis and important 
x-ray findings of sigmoid volvulus are 
discussed. 

2. Although volvulus of sigmoid is a 
rare condition in America and curries a 
high mortality, it must be differentially 
diagnosed in the acute abdomen with 
rapid distension, and proper treatment 
instituted to prevent untimely death. 

3. Volvulus of sigmoid is a_ closed 
loop obstruction. Therefore, caecos- 
tomy and Miller-Abbott Tube is illogical 
and ineffective, because the adjacent 
large bowel obstruction is relieved but 
the closed loop obstruction remains. 
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4. In the hands of a competent sur- 
geon primary resection is a reasonably 
safe procedure. 

5. Treatment of choice is primary re- 
section and anastomosis without colos- 
tomy or caecostomy, since detorsion and 
obstruction has been relieved. 
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Obstruction, 





Proctologic Research Fellowship 
The International Academy of Proctol- 
ogy announces the establishment and 
award of a one year Proctologic Research 
Fellowship in the amount of $1200. This 
Research Fellowship grant has been 
awarded to the Jersey City Medical Cen- 
ter, New Jersey, to be administered under 
the direction of Dr. Earl J. Halligan, Sur- 
gical Director of the Medical Center. 


Dr. Halligan is a former International 
President of the Academy. The Board of 
Trustees of the International Academy of 
Proctology will vote another Fellowship 
grant of a similar amount at the time of 
the next annual meeting of the Academy. 
Thus, there will be at least two Research 
Fellowship studies in progress, in different 
institutions, under the auspices of the In- 
ternational Academy of Proctology. 





Postgraduate Continuation Ccurses for Proctologists 


























Registration Fee 
Institution Title of Course Schedule of Course | and/or Tuition 
Cook County Graduate School | Lectures and Cadaver | October 14, 5 days, 100.00 
cf Medicine, 707 S. Wood St.,| Course in Proctology | part time 
Chicago 12, Ill. 
Tufts College Medical School, | Proctology | October 19-23, full 45.00 
Postgraduate Division, 30 time 
Bennet St., Boston, Mass. 
At: Boston Dispensary and 
Mount Auburn Hospital 
Joint Committee on  Post- | Proctology October, 6 weeks, 40.00 
Graduate Education, 1313 twice weekly, part 
Bedford Ave., Brooklyn 16, time | 
N:. YZ | | 
At: Jewish Hospital 
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SYMPOSIUM ON COLON SURGERY 





Surgical Problems 


of the 


Large Intestine* 


It was thought that a study of the sur- 
gical treatment of lesions of the large 
bowel, which occurred in an average-sized 
metropolitan hospital during the past 
decade, might prove of interest to the 
membership of this Academy. It is de- 
sired to emphasize in this study, that even 
if an individual patient had numerous dif- 
ferent hospital entries, but died in the 
hospital; that particular individual is con- 
sidered as constituting a death chargeable 
against that specific surgical procedure. 
In this presentation numerous hospital 


DONALD C. COLLINS, M.D.+ 
Hollywood, Calif. 


mortality percentages following a specific 
surgical operation. Despite the fact that a 
particular patient may have died from 
what are commonly called “unrelated 
medical causes,” that fatality was still 
charged against that particular surgicai 
procedure. Forty-two (32.5 
per cent) out of a total of one hundred 
and twenty-nine deaths in this study were 


individuals 





+ B.A., M.S. (Path.), M.S. (Surg.), Se.D., F.A.C.S. 

* From the Department of Surgery, The Hollywood 
Presbyterian Hospital, Los Angeles, California. 

Presented before the Fifth Annual Convention, The 
International Academy of Proctology, Friday, May 29, 






































entries are not allowed to “dilute” the — |953"New York Gity. 
CHART 1 
Basic Data 
| ___CASE-HISTORIES: _| MORTALITY | POST- | POST- 
YEAR  [Mc. Studied | Motta files | DeaTes | "ER CENT | MORTEMS MORTEM % 
— tis it * tft: | @ {| « | | 7 
“= |# tt s | « | ~ » |. oO. 
1945 42 i -—  - . ei —_— fC 45.00 
1946 50 ~<a | ss. | = 10° “sl 
1947 68 a. | 7 ia 25.0 - 13 75.7 - 
1948 ——_— i. - BB 2. 20.0 
“1949 0—Ct«dLC (at —_— =: ow 19.8 10 “WA 
1950 <—* = we a 10 147 7 700 
1951 56 : 2 a 8 : oe nn 6 “ 75.0 - 
1952 62 | a 2a Sow 8 ae 29°C - 8 ee 2s 
TOTALS | 534 | (72) 129 24.2 79 61.3 
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CHART 2 


Data in Five Year Periods 





























MORTALITY | POST - POST - 
TIME CASES | DEATHS — PER CENT | MORTEMS | MORTEM: % 
1943 thru 1947 74 35.4 52.7 
1948 thru 1952 | 55 16.9 a | 72.7 
TOTALS 7 rn ry re re 
stated to have succumbed from non-sur- immediate post-operative convalescent 


gical disease entities. Instances of hemor- 
rhoids, fissures, rectal fistulae, rectal or 
rectosigmoidal polyps easily reached and 
treated through the sigmoidoscope were 
excluded from this study. Having thus 
established these criteria, let us consider 
the collected data of this presentation. 

In the decade between 1943 and through 
the year of 1952, the histories of five 
hundred and thirty four patients possess- 
ing proven lesions of the large bowel and 
treated surgically were reviewed in the 
hospital record room. An additional sev- 
enty-two histories were unobtainable for 
review for a variety of valid reasons, some 
being medical-legal in character. These 
records were therefore discarded from this 
consideration. One hundred and _ twenty- 
nine (24.2 per cent) died in the hospital. 
Permission to perform a total of seventy- 
nine (61.3 per cent) post-mortem exami- 
nations was obtained. The patients in 
this study were treated by forty-six differ- 
ent surgeons. One surgeon operated upon 
thirty-eight different patients in this con- 
sideration. Chart 1 presents these facts. 

It is apparent from a study of Chart 2, 
that in the last five years more than a 
fifty per cent reduction in hospital mor- 
tality has been achieved. This death rate 
is 16.9 per cent. There has also been a 
laudable increase in the post-mortems 
obtained to 72.7 per cent. This lowered 
mortality rate is believed attributable to 
the recent more universal use of specific 
antibiotic and sulfasuxadine-type of drugs 
in the pre-operative sterilization of the 
large bowel as well as during the critical 
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period; aided by a better understanding 
of the cardinal principles of adequate 
drainage and complete excision of distant 
lymph-node-bearing tissues. 

Chart 3 illustrates that there were a 
preponderance of females (69.8 per cent) 
in this group of patients, with an average 
age of 60.2 years. The average age of the 




















males was recorded as 54.3 years. These 
CHART 3 
Sex and Age 
| Sex | Average 

Sex ~ Number | Per Cent Age 

Males | 16 30.2 54.3 

Females 373 69.8 60.2 
TOTAL 534 100.0 











figures closely parallel the ages found in 
the general population of Southern Cali- 
fornia. 

The sermon preached by the data in 
Chart 4 is very important in that the vital 
importance of early recognition of the 
large bowel lesion coupled with adequate 
pre-operative preparation is mandatory for 
a successful final result. (First): In the 
two hundred and forty-nine critical emer- 
gency cases where no pre-operative prepa« 
ration was employed, 34.2 per cent died. 
(Second): The one hundred and forty-one 
instances of late and neglected large bowel 
lesions, again with little or no pre-opera- 
tive preparation, exhibited a 24.1 per cent 
mortality. (Third): On the other hand, the 
remaining one hundred and_ forty-four 
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CHART 4 
Patient's Entry Condition 





ENTRY CONDITION 


Critical, Emergency, No- 








| MORTALITY | POST - | POST - 
| MORTEMS | MORTEM % 




















| | 
Pre-op. Preparation | 249 85 34.2 | 45 | 53.0 
Late, Neglected Lesion, No- | | i | 
Pre-op. Preparation 141 | 34 24.1 25 | 73.5 
Early Lesion, Properly- iv ge a -.. Cate seta 
Prepared Pre-operatively 144 10 6.9 9 90.0 
TOTALS 534 129 24.2 | 79 61.3 








examples of early lesions with adequate 
pre-operative preparation, demonstrated a 
reduction of mortality down to the accept- 
able figure of 6.9 per cent. Unfortunately, 
three hundred and ninety patients (73.1 
per cent) of this entire series belonged to 
these first two unfortunate categories. 
These patients also contributed one hun- 
dred and nineteen deaths (92.3 per cent). 

Three hundred and thirty-one individ- 
uals with malignant large 
bowel, proven by histologic examination 
of the surgical specimens removed are 
classified in Chart 5 as to the anatomic 


lesions of 


location of the lesion. Two hundred and 
five of these (62.0 per cent) 
possessed malignancies that could have 
been easily and promptly diagnosed by 
the examining, palpating rectal finger. 
According to the histories, forty-three 
(21.0 per cent) of these two hundred and 
five anal, rectal or recto-sigmoidal lesions 


persons 
































CHART 5 
Malignant Lesions 
Mortality 
Location Number Deaths Per Cent 
Sea 9 2 See OS 
RONMND . ssunscscasabe 124 36 _ 44.6 
Recto-Sigmoid .....72 20 27.8 
Descending—Colon . 41 i 24.4 
Splenic—Flexure .. 19. 10 52.6 
Transverse-Colon ... 16 4 25.0 
Hepatic—Flexure . 9 4 44.4 
Ascending—Colon .. 14 _ 6 42.6 
OO Saas 27 14 51.8 
WEEE. “Suan staseewe 331 106 32.0 
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were unfortunately missed by the first 
doctor to whom the patient went, seeking 
relief from their vague and distressing 
symptoms. Fifty-seven deaths (53.8 per 
cent) of all of the fatalities in the ma- 
lignant lesions occurred in this localized 
anatomic region that can be so easily 














CHART 6 
Inflammatory Lesions 
Mortality 
Type _ Number Deaths Per Cent 
Chronic Ulcerative ae 
Colitis ... bance cnet 6 17.6 
Diverticulitis ........ 69 7 10.2 
Sigmoid-Fistulae_...._ 14 aes 
Gastro-Jejuno-Colic = 
Ri eee 18 4 22.2 
BOING Shesosssenee 135 19 14.1 











palpated, if the doctor will only do a 
rectal examination in his office. Malignant 
lesions of the rectum itself were found to 
possess a mortality rate of 44.6 per cent. 
This excessively high death rate could 
be greatly reduced. Every routine physi- 
examination in office 
should include both an adequate finger 
palpation of the anal, rectal and_ rec- 
tosigmoidal canals implemented by a 
sigmoidoscopic The high 
mortality of 51.8 per cent for malignant 
lesions of the cecum was attributable to 
late unrecognized and extensively metas- 
tasized large malignancies. 

Chart 6 lists the various inflammatory 


cal the doctor’s 


examination. 
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CHART 7 


Miscellaneous Lesions 











Mortality 
Lesion Number Deaths Per Cent 
Resulting from he 
Trauma ...... CPt. | 2.2 
Sigmoid-Volvulus .... 19 I 5.3 
Cavernous 
Haemangioma .... ts I 100.0 
No Lesion Found .... 2 | 50.0 
Ech. | Cee ree eee 68 4 5.8 











lesions of the large bowel encountered in 
this ten year review. The mortality sta- 
tistics are comparable to those reported 
from other surgical centers elsewhere in 
this nation. Our present revised concepts 
on the proper management of chronic 
ulcerative colitis, including a more radical 


one-stage colectomy with a_ one-stage 
ileoproctostomy, preceded by adequate 
pre-operative preparation, will effect a 


further desirable reduction in the deaths 
presently resulting from this distressing 
disease entity. 

Our experience with miscellaneous le- 
sions of the large bowel is depicted in 





Chart 7 and is largely self-explanatory. 
Chart 8 summarizes the data presented in 
Charts 5 through 7, and thus includes the 
entire group of five hundred and thirty- 
four patients of this series. 

Chart 9 tabulates the mortality follow- 
ing a given definitive surgical procedure 
upon the large bowel. As would be ex- 
pected, cecostomy, colostomy and_ the 
Mikulicz-Type exteriorization 
carried’ the highest death rates, since these 
operations were frequently employed in 


CHART 8 


Summary of Etiological Lesions 
in Entire Series 


of colon 








Mortality 

Lesion Number Deaths Per Cent 
Malignancy ...... Saat 106  ~—«:32.0 

Inflammatory ....... 135 ae 
Miscellaneous ...... a 4 5.8 
WOPMEE cs usscsnwese 534 129 24.2 











an attempt to save the life of the critically 
sick and often acutely obstructed patient. 
There were one thousand three hundred 
and seventy-four hospital admissions for 


CHART 9 
Type of Operation Performed 





MORTALITY PER CENT 





























By By Hosp. 
OPERATION PERFORMED CASES DEATHS Patient = Entry __ 
: Colostomy 81 28 a 207 
___ Types: (A.). Single-Barrel _ (22) (4) 82 Be 
—____ (B.). Double-Barrel (40) (20) (50.0) (30.0) 
(C.). Perineal ''Pull-Through'' Anus— = (19) 4) (21.0) (10.5) 
with Resection of Lesion 
Cecostomy, only 28 I 3930s. 2 
‘leo-Transverse Colostomy aI 8 25.8 12.9 a 
(A.). with Resection of Right Colon, etc. (16) ( 4) (25.0) 187 
Segmental Resection, with End-to-End Anastomosis 47 | 23.4 10.6 = 
Miles' Type, Combined Abdomino-Perineal Resection 56 14 25.0 8.9 
Posterior-Type Resection 19 5 26.6 ‘105 
Mikulicz-Paul Type, Resection of Left Colon 73 28 _ 38.4 16.4 
Rankin-Type, Obstructive Resection 37 10 27.0 10.8 
Abdominal Exploration, only 49 5 i eee 
Repair of Gastro-Jejuno-Colic Fistulae 18 4 eS ae See 
Repair of Sigmoid Fistulae  — 14 . aC: oe 7.2 
Neostomy, only aes 23.1 11.5 
Colectomy and lleo-Proctosiomy —s~Ss~SsSs~CS ne —Thk TA 
Electro-Fulgeration of Various Lesions 28 a Spee. 10.7 3.6 
TOTALS 534 129 24.2 12.9 
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these five hundred and thirty-four individ- 
uals in this study, or an average of 2.59 
hospital entrances per patient. When the 
histories of these persons were further 
reviewed and their mortality rates retabu- 





lated as deaths that occurred at the same 
hospital entrance as that of their defini- 
tive surgical treatment, a further marked 
reduction in the death rates ensued. 


Conclusions 


1. The histories of five hundred and 
thirty-four patients, possessing lesions of 
the large bowel, treated surgically dur- 
ing the past decade, are reviewed and 
the results of such treatment are tabu- 
lated for easy reference and devaluation. 

2. This study again points out the 
fact that many lesions of the rectum and 
rectosigmoid are being missed, until they 
are large and often metastasizing tumors, 
simply because a rectal examination plus 
a sigmoidoscopic study were omitted 
from the routine office physical ex- 
amination. 

3. Early recognized lesions of the 
large bowel with adequate preoperative 
preparation combined with more ad- 


Eighteenth Annual Convention of 
the National Gastroenterological 
Association 

The National Gastroenterological Asso- 
ciation will hold its Eighteenth Annual 
Convention and Scientific Sessions at The 
Biltmore Hotel in Los Angeles on October 
12, 13, 14, 1953. 

The program will include a Symposium 
on Cirrhosis of the Liver; Panel Discus- 
sions on “Peptic Ulcer”; “Diseases of the 
Large Bowel” and “Latest Developments 
in Cancer Research.” 

There will be additional papers on inter- 
esting subjects in gastroenterology and 
related fields. 

Following the Convention, on October 
15, 16, 17, 1953, the Association’s Fifth 
Annual Course in Postgraduate Gastro- 
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vanced methods of adequate surgical 
treatment, plus intelligent and proper 
post-operative care, are exhibiting stead- 
ily decreasing and more acceptable mor- 
tality rates. 

4. It is the late neglected and often 
acutely obstructed instance of a malig- 
nant large bowel lesion, without proper 
pre-operative preparation, that causes an 
excessively high death rate and unjustly 
brings disrepute upon this field of sur- 
gery. This is the group of unfortunate 
patients that all of us must earnestly 
strive to eliminate by measures that are 
already familiar to all Doctors of Medi- 
cine. 


7046 Hollywood Blvd. 


enterology will be given at The Biltmore 
Hotel and the College of Medical Evan- 
gelists in Los Angeles. The Course will 
be under the personal direction of Drs. 
Owen H. Wangensteen of Minneapolis, 
Minn., and I. Snapper of Chicago, IIl., 
who will be assisted by a faculty from the 
medical schools in and around Los An- 
geles. 

The Scientific Sessions on October 12, 
13 and 14 are open to all physicians with- 
out charge. The Postgraduate Course will 
only be open to those who have matricu- 
lated in advance. 

Further information concerning the pro- 
gram and details of the Postgraduate 
Course may be obtained by writing to the 
Executive Officer, National Gastroentero- 
logical Association, 1819: Broadway, New 
York 23, N. Y. 
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SYMPOSIUM ON COLON SURGERY 





Reduction of Mortality 


in Colon Surgery* 


A Discussion of the Factors Which Contribute to This Reduction 


It may be presumptuous on the part of 
anyone to suggest methods or means by 
which the mortality of the surgery of the 
colon may be reduced when it is doubtful 
if the actual mortality is known. We may 
surmise from the published statistics of 
many large clinics and institutions that 
the death rate has reached an irreducible 
minimum, especially when a hundred or 
more abdominoperineal resections are re- 
ported without a single death. It is still 
true that publicized figures are the most 
favorable, but they are not necessarily a 
true cross-section of surgery in this coun- 
try or in the civilized world. There are 
many grades of surgery. In small com- 
munities throughout this country are ex- 
cellent well-equipped hospitals, staffed by 
young surgeons of. ability whose results 
compare favorably, or are even superior 
to those of many municipal hospitals. 
Whether the mortality is 3%, 6%, or 9% 
may depend on several variable and un- 
controlled factors, but regardless of what 
the mortality may be today, it is possible 
to make it better, just as it has been better 
in each decade. 

In one of our old fables there was a 
recipe for making rabbit soup, and the 
chief requisite was first to catch the hare; 
we may appropriate this moral to surgery 
—first, select the patient—one that needs 
the operation and one that will survive it. 
It has been our experience that a young, 
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CHARLES S. WHITE, M.D. 

Washington, D. C. 

eager surgeon is sometimes the victim of 
poor judgment in respect to the physical 
condition of the patient and the choice of 
the operation. He may be tempted to 
accept a very poor risk with the fond 
hope that a dramatic recovery will re- 
dound greatly to his reputation. All admire 
bold surgery based on knowledge and 
experience, but boldness born of ignorance 
has no place in our profession. 
The Pre-Operative Care may be 
considered in two categories: (1) that 
respecting the  patient’s constitutional 
state, (2) the preparation in relation to 
the operation. The first concerns itself 
with the thorough physical examination, 
including the usual laboratory work on 
the blood, both chemical and microscopi- 
cal. Renal and hepatic function tests are 
sometimes required. Anemia is remedied 
by transfusions, and every other means is 
employed to bring to the highest possible 
level the patient’s physical state. It fre- 
quently becomes a problem, particularly 
if a malignant lesion is to be removed, 
whether it is better to proceed without 
delay and assume more risk, or delay an 
operation with the hope that the patient 
will be better able to survive it. Once that 
phase of the preparation is mastered, 





Presented at the Fifth Annual Convention, Inter- 
national Academy of Proctology, May 30, 1953, New 
York City. 

*From the Research Foundation, Doctors Hospital, 
Washington, D 
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attention is now directed to the prepara- 
tion which is specifically related to the 
operation. We have adopted, after trial 
and error, the following routine with no 
essential modification in the past three 
years. 


Pre-Operative Preparation of 
Patients for Colon Surgery Prepara- 
tion begins five days before surgery; for 
instance, if the operation is to be on Fri- 
day, the fifth day preceding surgery would 
be Sunday. 

1. On the 5th day preceding surgery, 
patient is started on Sulfathaladine tablets 
(0.5 grams each, three tablets five times 
daily). This is continued until midnight 
preceding the day of surgery. 

2. Low residue diet begins on the 5th 
day before surgery. 

3. Patient enters the hospital on the 
evening of the 3rd day preceding surgery. 

4. On the morning of the 2nd day pre- 
ceding surgery, the patient is placed on a 
clear liquid diet which is maintained until 
surgery. 

5. On the same morning, patient is 
started on oral streptomycin, grams 0.5, 
every six hours until surgery. 

6. On the 2nd day preceding surgery. 
patient is given one bottle of citrate of 
magnesia in the morning, and this is re- 
peated on the day before surgery. 

7. On the 2nd and Ist days preceding 
operation, patient is given cleansing ene- 
mas. 

8. Routine laboratory work on admis- 
sion to the hospital, including blood typ- 
ing and crossmatching in order to have 
blood available for surgery. 

9. At 7 p.m. the night before surgery. 
one ampule of Dicrysticin is given intra- 
muscularly, and this is repeated at 7 a.m. 
the morning of surgery. 

10. A Levine tube is placed in the stom- 
ach one hour before patient goes to the 
operating room. 

At no other time in the history of 
surgery has anesthesia reached as high a 
standard as at present. and a considerable 


part of the success of colon surgery should 
be credited to the anesthesiologist. He is 
indeed an indispensable blessing. 

While we prefer spinal anesthesia in 
the majority of cases, the preoperative 
medication and the selection of the type 
of anesthesia is delegated to the an- 
esthesiologist, after he is briefed on the 
condition of the patient and the contem- 
plated operation. He visits the patient 
after familiarizing himself with the history 
and record, and from this time on he 
assumes the total responsibility for the 
anesthesia. With the use of Sodium Pen- 
tothal, curare, the gases, Novocain or 
Pontocaine, in various combinations, com- 
plete relaxation is obtained and prompt 
postoperative reaction is the rule. When 
the operation is completed, the patient is 
removed to the recovery ward where he 
is under the care of nurses especially 
trained in the care of surgical cases. He 
is not returned to his room until conscious- 
ness is well established, and no complica- 
tions apparent—a matter of two or three 
hours. The Levine tube is attached to an 
evacuating unit immediately after the 
operation and usually is not removed for 
forty-eight hours or even longer. We have 
found no evacuating or aspirating ap- 
paratus that does not require almost con- 
stant observation or attention from the 
nurse, until we recently substituted a new 
type to replace the syphon or gravity nega- 
tive pressure one, and its performance has 
been most gratifying. 

The Wangensteen gastric evacuating 
system or concept is one of the most valu- 
able contributions to surgery in years, and 
many have proclaimed it second only to 
the discovery of ether. When a patient 
vomits with the apparatus in supposedly 
perfect working order, we can be sure a 
mechanical error exists: (1) the tube is 
not in the stomach, (2) the tube is ob- 
structed, (3) there is too great negative 
pressure, or (4) there is no negative pres- 
sure. The newer unit does not eliminate 
all these possible defects: but it is light. 
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compact, has few moving parts, and the 
bottle top is locked and not screwed in 
place. 


The Post-Operative Treatment 
consists of sedation, alimentation, mainte- 
nance of fluid balance and elimination. 
It is not necessary to detail the specific 
fluids, electrolytes, or medicants. Three 
or four thousand cc. of fluid are given 
intravenously (avoiding too much saline) 
to which may be added appropriate vita- 
mins. While the Wangensteen evacuator 
is functioning, we permit cold water, tea. 
or any clear liquid, including some of the 
beverages if the patient expresses a strong 
desire for them. Blood transfusions are 
not routine but given only when clearly 
indicated and never, if possible, while the 
patient is under deep anesthesia. We 
rarely discontinue the Wangensteen drain- 
age within forty-eight hours and only after 
testing the gastric motility and evacuation 
by clamping the tube intermittently. Clear 
fluids, full fluids, and soft diet are per- 
mitted in that order on successive days. 
beginning on the third postoperative day. 

For sedation, Demerol in 100 mg. doses. 
hypodermically. is preferred; but fre- 
quently other narcotics are used, espe- 
cially in the presence of a possible idio- 
syncrasy or allergy. They are replaced as 
soon as possible by barbiturates. There 
can be no fast rule for sedatives. 

Male patients frequently have difficulty 
in voiding while recumbent, and under the 
circumstances we allow them to stand 
with the help of an orderly, and this is 
usually a successful maneuver. We advo- 
cate and practice early ambulation but 
not to the degree of compelling the patient 
to occupy a chair on the first or even the 
second postoperative day. Patients vary 
greatly in their reactions to operations. 
both physically and psychologically — 
some are eager to get out of bed while 
others are prepared for a long bed rest. 
The majority get up on the second or 
third day and are discharged on the 
seventh or eighth day. excepting colostomy 
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cases, who remain about a week longer 
for schooling in the care of the artificial 
anus. All patients should move their arms 
and legs freely and turn in bed as soon 
as the effects of the anesthetic are no 
longer apparent. Wound dehiscence is not 
closely allied to early ambulation but can 
be laid at the door of defective closure or 
hy poproteinemia. 

Should a combined abdomino-perineal 
operation be the one of choice, there is 
one teclinical element which may be trou- 
blesome, namely, the retraction of the 
bowel into the wound. We have made it 
a practice to leave a much longer section 
of the bowel projecting through the wound 
than seems necessary. and have found 
generally that it has retracted to a proper 
length. Any excess can be easily removed 
with a cautery. 

Technical Considerations: We be- 
lieve in generous incisions, being mindful 
of a dictum often stated by the late John 
B. Deaver, “Incisions heal from the sides 
and not from the ends,” Usually a mid- 
line incision beginning an inch or two 
above the umbilicus and extending to the 
pubes is the best for a low left colon, 
sigmoid or upper rectal surgery; but ir 
lesions of the right, transverse and upper 
left colon, para-recti incisions afford better 
access to the respective fields. There is no 
rule which prescribes the length of bowei 
that should be removed, but it is the con- 
sensus that more bowel proximal to the 
pathology should be resected than that 
beyond or distal to it. Many operators 
remove ten to twenty cm. above and one- 
half as much below. There is ample un- 
controverted evidence that extension of the 
malignancy follows the paths of the lym- 
phatics and the venous channels in a 
cephalad direction. Glover and Waugh,* 
after a careful analysis of the literature 
made this statement: “In more than 289 
of the 507 cases from the literature in 





* Glover, R. P. and Waugh, J. M.; The Retrograde 
Lymphatic Spread of Cancer of the Recto-Sigmoid 
Region; Surgery, Gynecology and Obstetrics; Vol. 82, 
pp. 434.448 (April, 1946.) 








which the removed tissues were completely 
examined and nodal metastasis was ob- 
served to occur, of these only eight cases 
gave evidence of an involved node below 
the level of the lesion itself 
in seven of the eight cases there was no 
spread below the two cm. level, which, 
when interpreted in the outline of this 
study, remains significant. When such 
retrograde involvement can be demon- 
strated, it is an indication that upward 
normal channels have been blocked.” 
Dixon and others continue to resect low 
lesions and anastomose within the abdomi 
nal cavity, thereby retaining the function 
of the sphincters. Babcock and Bacon 
have met the situation by the pull-through 


operation. 

No clamps of any description are used 
in resections except to provide a clean 
cut edge of the bowel. The open an- 
astomosis is almost the universal practice, 
made safe by the intelligent use of anti- 
biotics. The ends of the bowel are ap- 
proximated by temporary guy sutures. 
Fine interrupted silk sutures are used for 
the Lembert or external rows and inter- 
rupted fine chromic sutures for the internal 
through-and-through sutures. Atraumatic 
needles are best for this purpose. Con- 
tinuous sutures can be applied more rap- 
idly but have one disadvantage—they do 
not permit the anastomotic ring to expand. 
Chromic catgut does not absorb in four- 
teen to twenty-one days, as we are lead 
to believe but may remain for months. 
Bleeding is not a problem, and a hemo- 
static suture is not required; the rows of 
interrupted sutures insure a snug and 
bloodless anastomosis. Edema of variable 
degrees follows all anastomoses, and it is 
a distinct advantage to use interrupted 
sutures to permit an expansion of the 
stoma. To guard against closure of the 
anastomosis by edema, a colon tube is 
passed from the rectum through and well 
beyond the anastomosis and anchored by 
a suture at its exit from the anus. The 
tube can be easily passed if the operator 





guides it with his hand in the abdomen. 
We do not hesitate to use the tube in high 
resections, such as the transverse colon. 
Many operators do not employ the colon 
tube because they believe it is unneces- 
sary, and in addition may perforate the 
bowel by pressure. We do not believe such 
a view is tenable, but on the contrary 
maintain it is safe, it insures the patency 
of the anastomosis and definitely dimin- 
ishes the risk of over-distension and leak- 
age. The tube is removed on the fourth 
or fifth day, but while it is in place, a 
small amount of air or water may be intro- 
duced in the tube with a bulb syringe to 
remove any material which may tend to 
block the escape of gas or fluid. 
Summary 

This has been no sttempt to present 
new or untried methods in surgery of 
the colon, but rather io emphasize those 
practices and principles which have 
proven by experience to be sound, de- 
pendable, and a contribution to reduction 
of the mortality. We wish to summarize 
this presentation hy stating these salient 
propositions: 

The selection of the patient: The poor 
risk should be converted into a fair or 
good risk. To yield to the temptation to 
operate on a patient pcorly prepared for 
the ordeal will be a source of regret. 
One of the most dangerous individuals 
is the knife-happy surgeon. 

The pre-operative and postoperative 
preparation should be well planned and 
methodically carried out. 

The type of operation must rest on 
judgment of operator at the time of 
operation and not fixed in advance. 

It is possible, in many cases, by expert 
surgery to preserve the anal sphincter 
without increasing the immediate or re- 
mote mortality. 

Interrupted sutures may be time-con- 
suming, but they possess a distinct ad- 
vantage in end-to-end anastomosis. 

A colon tube passed beyond the 
anastomosis and maintained in that posi- 
tion four or five days, is without risk 
and adds to the comfort of the patient 
and safety of the operation. 

Early ambulation is fully endorsed, 
but hasty ambulation has little to recom- 
mend it. 


1801 I Street, N.W. 


228 THE AMERICAN JOURNAL OF PROCTOLOGY 





























Stress 
and 


Inflammation“ 


All agents which act upon the body or 
any of its parts exert dual effects: 

1. Specific actions with which we are 
not concerned in this study, except insofar 
as they modify the non-specific actions of 
the same agents. 

2. Non-specific or stressor effects whose 
principal pathways (as far as we know 
them today) are illustrated in the adja- 
cent drawing. 

The stressor acts upon the target (the 
body or some part of it) directly (thick 
arrow) and indirectly through the pitui- 
tary and adrenal. 

Through some unknown pathway (\la- 
belled by a question mark), a stimulus 
travels from the directly injured - target 
area to the anterior pituitary. It notifies 
the latter that a condition of stress exists 
and thus induces it to discharge ACTH. 

It is quite possible that this “first me- 
diator” of hormonal defense is not always 
the same. In some instances, it may be an 
adrenaline discharge, in others a liberation 
of histamine-like toxic tissue metabolites, 
a nervous impulse or even a sudden de- 
ficiency in some vitally important body 
constituent (such as glucose or an 
enzyme). 

ACTH Stimulates the adrenal cor- 
tex to discharge corticoids. Some of these, 
the prophlogistic corticoids (P-C), stimu- 
late the proliferative ability and reactivity 
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of connective tissue; they enhance the 
“inflammatory potential.” Thus, they help 
to put up a strong barricade of connec- 
tive tissue through which the body is pro- 
tected against further by the 
pathogenic stressor agent. 

However, under ordinary conditions, 
ACTH stimulates the adrenal much more 
effectively to secrete antiphlogistic corti- 
coids (A-C). These inhibit the ability of 
the body to put up granulomatous barri- 
cades in the path of the invador; in fact. 
they tend to cause involution of connec- 
tive tissue with a pronounced depression 
of the inflammatory potential. Thus they 
open the way to the spreading of infection. 

As far as we know, ACTH always stim- 
ulates the adrenal to produce the various 
corticoids in the same proportion and 
always with a great predominance of 
A-Cs. However, the somatotrophic hor. 
mone (STH) of the pituitary also increases 
the inflammatory potential of connective 
tissue, somewhat as the P-Cs do; hence, it 
sensitizes the target area to the actions 
of the latter. 


It Is Possible That the Hypophysis 


invasion 





*Summarized on the basis of the corresponding 
chapter in "The Story of the Adaptation Syndrome." 

+ Professor and Director of the Institute of Experi- 
mental Medicine and Surgery, University of Montreal. 

Presented at the Fifth Annual Convention of the 
International Academy of Proctology, May 30, 1953, 
N. Y. City. 
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TARGE AREA 





STRESSOR 





also secretes some special corticotrophin 
which induces the adrenal to elaborate 
predominantly P-Cs; indeed, STH itself 
may possess such effects, but this has not 
yet been proven. In any event, if ACTH 
were the only corticotrophin, the actions 
of the corticoids produced under its influ- 
ence can be vastly different, depending 
upon “conditioning factors” (such as 
STH), which specifically sensitize the tar- 
get area for one or the other type of corti- 
coid action. Actually, conditioning factors 
could even alter the response to ACTH of 
the adrenal cortex itself, so that its cells 
would produce more A-Cs or P-Cs. Thus. 
during stress, one or the other type of 
effect can predominate. 

The fundamental reaction-pattern to 
topical stressors is “inflammation.” to 
systemic stressors. the “G-A-S.” Various 
combinations of these two basic responses 
constitute the essence of most diseases. 


Summary* 


Pretreatment of a “granuloma pouch” 
with dilute croton oil makes it more re- 
sistant not only against croton oil, but 
also against a variety of other irritants. 
This phenomenon we eall “induced 
topical resistance”’. 

Cortisone decreases, while STH in- 
creases the ability of connective tissue to 
acquire such an “induced topical re- 
sistance”’. 

The age-old question why gastric juice 
fails to attack the wall of a stomach (or 
even, the substance of a chronic re- 
sistant gastric ulcer) has been examined 
with the “granuloma pouch technique”. 

It has been found that even con- 
nective tissue outside the gastric cavity 


+ 


Postponement of Payment of Dues 
For Men in Armed Forces 


The International Academy of Proc- 
tology announces the postponement of 
payment of dues for men in the Armed 
Forces. All physicians in the Armed 


can be rendered resistant to peptic 
digestion by pretreatment with various 
irritants, for instance, croton oil. This is 
merely one apviication of the principle 
of “acquired topical resistance’. 

Interestingly, pretreatment with cor- 
tisone or exposure to acute systemic 
stress (e.g., that of forced immobiliza- 
tion) abolish this “acquired topical re- 
sistanee”’ and deprive, otherwise resistant, 
extra-gastric connective tissue from its 
ability to resist the peptic effects of 
gastric juice. 





*This summary is one of most important hitherto 
unpublished experiments presented before the meet- 
ing of the International Academy of Proctology. 


Forces who are affiliated with the Inter- 
national Academy of Proctology should 
notify the Secretary. Dues statements will 
not be forwarded to these members. How- 
ever, they will continue to receive the 
American Journal of Proctology while in 
the Service. 
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Good Neighbor Section 


May 1, 1953 
I. R. (Texas) 


THE AMERICAN JOURNAL OF PROCTOL- 
oGyY takes great pride in instituting a 
Good Neighbor Section. This page will be 
a regular feature of the Journal. It will 
present to our readers proctologic news, 
progress and items concerning our col- 
leagues of North and South America out- 
side of the United States. In addition, it 
will offer our American colleagues a me- 
dium for interchange of ideas and proc- 
tologic events of moment. The editors 
hope the Good Neighbor Section will help 
to integrate the practicing proctologists 
and other physicians who are interested in 
proctology throughout the western hemis- 
phere. 

With the help of the national medical 
societies of the various Central and South 
American countries, we are in the process 
of appointing correspondents who will 
keep us informed of. the scientific activities 
of their respective associates and _ proc- 
tologic groups. To date we have been 
honored by the association of the fol- 
lowing correspondents with our publica- 
tion: Dr. Jordy Brossa Mejia, Ciudad Tru- 
jillo, Dominican Republic. 

Dr. Fernando Alvarado, San Salvador, 
El Salvador. 

Dr. Julio Bianchi, Guatemala, Guate- 
mala. 

This section wishes to express its grate- 
ful thanks to the Pan-American Union in 
Washington and to the Good Neighbor 
Commission of the State of Texas for its 
most welcome assistance in its organiza- 
tion. 
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News South of the Border 


The Ninth International Congress of 
Surgery has been held in Sao Paulo from 
April 26th to May 2nd, 1953. Prof. Carlos 
Gama of Brazil and Prof. Manuel Ma- 
zanilla of Mexico City have been elected 
as Vice Presidents of this Congress. 

* & & 

The article of Dr. M. Royer and Dr. 
P. A. Mazure entitled “Pharmacology of 
the Small Intestine” in Medicinia for Oc- 
tober, 1952, published in Buenos Aires, 
is of general interest. 

 % & 

Dr. Juan Francisco Orellana, Professor 
of Gastroenterology at the Faculty of 
Medicine, Universidad Central of Quito, 
Ecuador, published a most detailed re- 
port of his studies made on a series of 
2.737 patients over a period of 10 years. 

% * 

Dr. A. Donoso and associates of Chile 
reviewed the findings in 10,910 post-mor- 
tem examinations in order to determine 
the incidence of amebiasis both diagnosed 
and undiagnosed before death. Amebiasis 
was found in 8.3% of all posts. In these. 
amebiasis had been reported as the cause 
of death in 88%. Amebiasis was rot 
diagnosed in 47% of these posts. In the 
diagnosed cases that came to autopsy, 
43% were of intestinal type and 57% 
were mixed types. 

* & 

Dr. Mario Rognoni, Medical Director 
of the Hospital Santo Tomas in Panama, 
reports to us that there are no physicians 
in the Republic of Panama who consider 
themselves as proctologists. 
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EDITORIALS 


The University of Modern Medicine 


Modern Medicine neither recognizes nor 
acquiesces to national boundaries. The 
discovery of a new medicine or a revised 
concept in the improved treatment of a 
specific pathologic entity gains instant 
recognition and universal acceptance by 
Doctors the world over, irrespective of 
racial heritage or religious belief. Medi- 
cine, as one of the brilliant children of 
present-day Science, is a major factor in 
breaking down foolish provincial preju- 
dices and outmoded racial hatreds. To- 
day, an outstanding Physician or Surgeon 
is given universal acclaim regardless of 
nationality or what may be his native 
tongue. 

Now, Medicine is pointing the way to 
the diplomats of the nations of this world 
and painting a convincing picture of how 
educated men, whatever their cultural 
background, can cooperate and advance 
the welfare of mankind everywhere. Pos- 
sibly it may fall to the lot of Doctors of 
Medicine to correct the thinking of man- 
kind and to further the cause of inter- 
national cooperation, so that finally racial 
hatreds and rivalries will permanently 
disappear and lasting peace between the 
nations will be realized. The power of 
Physicians in each nation is a tremendous 
potential for good. If the Doctors of the 





DONALD C. COLLINS, M.D. 


This month's first guest editorial is presented 
by Donald C. Collins, M.D., assistant Professor 
of Surgery at the College of Medical Evange- 
lists, visiting Junior Surgeon at the Los Angeles 
County General Hospital, Secretary of the 
Surgical Committee of The Hollywood-Presby- 
terian Hospital and member of its Senior At- 
tending Surgical Staff, member of the Consult- 
ing Staff of St. Joseph's Hospital at Burbank. 
F.A.C.S., F.I.C.S., Fellow of The National Gas- 
troenterological Assn. Fellow of the American 
College of Cardiolociy, Fellow of the American 
Assn. for the Advancement of Science, Fellow 
of the American Geriatrics Society. Member 
of the British Medical Assn. and Member of 


‘the Canadian Medicai Assn. 


world could band together to demonstrate 
effectively that narrow provincialism and 
ancient biases were passé, the leaders of 
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nations would be forced to modify their 
basic governmental policies. The long- 
awaited millennium would be within 
reach. 

In the final analysis, modern Doctors 
hold the future of their own nations in the 
palms of their hands. For example, in our 
nation the advances of Medicine have 
added nearly a score of years to the life 
of the present living American. This is a 
tremendous economic weapon for good. 
Fifteen years ago, the prophets predicted 
that the population of America had 
reached its zenith and would slowly re- 
gress until we were a second-class nation. 
Fortunately, however, recent advances in 
better public health measures, the suc- 
cessful eradication of more and 
deadly human diseases, improved and 
greater yields of human foodstuffs and 
elevated standards of living due to the 
advances made by modern Medicine have 
proven these prophets false. Our birth- 
rate is steadily rising, while our death- 
rates are being systematically diminished. 


more 


As in America, Doctors the world over 
are constantly striving to increase human 
longevity, stamp out endemic diseases and 
lessen human suffering. They have come 
to realize that international medical or- 
ganizations are an incalculable force for 
advancing these goals. The phenomena! 
success of The World Medical Association. 
just to mention one such organization, 
bears brilliant testimony to the inescapa- 
ble fact that the present-day Doctor rec- 
ognizes the vital need for world-wide 
medical societies and acknowledges the 
greater service that such organizations 
can render to mankind as a whole. It is 
this wholesome maturing of medical 
thinking that augurs well for a more 
brilliant future. The interchange of medi- 
cal thought among members of such inter- 
national groups is invaluable, and better 
Doctors are the inevitable result for in- 
numerable local communities. 

Recognizing the need of such an inter- 
organization in the fields ot 
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national 


Proctology and Gastroenterology, The In- 
ternational Academy of Proctology came 
into being a short four years ago. The 
growth of our Academy has been both 
phenomenal and yet of a solid and whole- 
some character. Our aims have been pri- 
marily to teach those interested in this 
general field of medicine the fundamental 
accepted that they may 
practice in their own communities the 
highest standard of acceptable Gastro- 
enterology and Proctology. We wish to 
impart to the gastroenterologist, the sur- 
geon or the proctologist the latest ad- 
vances and refinements in this wide and 
fundamental major field of Medicine. This 
year has witnessed the formulating of new 
Chapters of this Academy in France, 
Mexico and Canada. 


technics so 


We do not believe that specialized medi- 
cal and surgical societies should belong 
only to those attached to university medi- 
cal school staffs or those fortunate enough 
to have had the means and the opportunity 
of spending many years in postgraduate 
training in these specialized fields. It is 
a disservice to Medicine to exclude that 
vast group of qualified Doctors throughout 
the world who practice in these fields 
and are genuinely serious in their desire 
to be more expert Physicians. From its 
inception, The International Academy of 
Proctology has striven to be primarily a 
teaching organization, and hence THe 
AMERICAN JOURNAL OF PROCTOLOGY was 
founded and has become in this short 
period of time a recognized authoritative 
journal in the field of Proctology and 
Gastroenterology. 

It is our earnest desire to cooperate 
fully and sincerely with all other medical 
organizations, whether they be national or 
international in scope, in the furtherance 
of a continuing, expanding improvement 
in the practice of Medicine in the broad 
and fundamental fields of Gastroenterol- 
ogy and Proctology. 


Donald C. Collins 
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V. A. Hospitals and 
Socialized Medicine 


Certainly we are in favor of good medi- 
cal care for war-wounded, but we are not 
convinced that the V. A. hospitals have 
been built only for that purpose. 

More than two-thirds of the 102.578 
patients in V. A. hospitals today are get- 
ting free treatment for non-service con- 
nected ailments. Could not many of these 
pay for their own care? Probably a good 
proportion of these patients could pay for 
their care, but there is no use paying for 
what can be had for nothing. We know 
that such free loading of patients in the 
V. A. hospitals is not limited to veterans 
in the low-income groups. Many of them 
are well-to-do business men, professional 
men, and other substantial people. 

The records of the V. A. hospitals indi- 
cate that about one out of five patients 
has voluntary health insurance and many 
more have accident and health policies 
that pay the individual directly. 

How much of the cost of private hos- 
pitalization does such insurance cover? 





CAESAR PORTES, M.D. 


This month's second guest editorial is pre- 
sented by Caesar Portes, B.S., M.D., F.I.A.P., 
Associate Proctology, Chicago Medical School, 
Chief, Department of Proctology, Henrotin 
Hospital, Chicago, lil., Department of Proc- 
tology, Columbus Hospitai. 


Actually, insurance can pay for an even 
greater percentage of the cost of private 
hospitalization, because V. A. care is more 


expensive than private care. The average 





LATEST VETERANS ADMINISTRATION STATISTICS:— 
October 31, 1952 show the following: 

Veterans in Civilian Life ................. Ne St es ee Ra TC oe 19,617,000 
MU MREMNV ATEN NG OCR cba etd Pe aka seams Sod sia 15,417,000 
ERNE TD Peet Cen el org eel A he mp atielneras aa Hiss 3,357,000 
SSRI IV RNE me. Seana ke dois ewiess os 843,000 

Applicants Eligible for Hospitalization ................... 20,569 
(Admission not yet scheduled) 

Disabilities—Service connected ............... 0. 0c eee e ee ee eee 119 
OURO REO ie Ar ei oie autic k Sasa Read Awe 20,450 

PAL IMDMER TE EEDEIMINIBS «220 5 soos 0 oes oe ees wha «aoe sao s eee ee 102,578 
DAS hs LOSS S 5 SR ooo eo Ee 96,828 
SAPS COC Y £6 |: [SSIS Srey a) es eae la gee ee ep 5,750 

New Hospital Construction Program 
New Hospitals completed—through Oct. 31, 1952 .............. 45 
New Hospitals in progress—on Oct. 31, 1952 ...........--.20. 2\ 

Site Acquisitions for New Hospitals 
Tote) Romiinea—Octpeen st, W952 nk sisi keine eee eee ees 66 
Soss Ser 7 PRESS eat Be eee nets Sat Seer 66 

Hospital Addition and Conversion Program 
Additions and Conversions completed--through October 31, 1952 44 
Additions and Conversions in progress—on October 31, 1952 .... 9 








What do these statistics mean to you? Don’t they have a stigma of Socialized Medicine? 
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stay in a V. A. hospital is much longer 
than in a local private hospital and V. A. 
care is much more lavish. Nothing is 
spared as far as x-rays and laboratory 
examinations are concerned. 

V. A. hospitals are unable to collect 
from the insurance companies, because a 
number of them have clauses that exclude 
benefits for hospitalization in 
ported institutions. In these cases, the 
taxpayer is stuck. 

We do not object to the hospitalization 
of those veterans who definitely are unable 
to pay. If veterans with non-service con- 
nected disabilities are indigent, they 
should be handled by the community— 
ie., the city, county, or state—not the 
Federal Government. Otherwise, fair ad- 
ministration is impossible. But as long as 
all veterans are taken in, there will not be 
enough beds for the service-connected dis- 


tax-sup- 


abled veterans. Then comes the program 
of expansion: building new hospitals and 
increasing the number of beds in the old 
hospitals. If this program is expanded, 
it will be an easy way for the Federal Gov- 
ernment to take over the medical care of 
a large segment of the American people. 
Then it will be too late to cry “Socialized 
Medicine.” 

Who pays for this program? You and 
I as taxpayers (and all other taxpayers). 

Who loses by this program? The doc- 
tors in private practice (and all other 
taxpayers). 

You and I, as physicians, are responsi- 
ble, in part, for this program. No hos- 
pital can exist without doctors. The doc- 
tors and the medical schools who partici- 
pate in this V. A. program are responsible 
for the creation of this Frankenstein. 

Caesar Portes 





Stress and Inflammation 


The presentation on Stress and Inflam- 
mation by Dr. Hans Selye of Montreal. 
before the Fifth Annual Convention of the 
International Academy of Proctology, has 
aroused national and international inter- 
est. The hitherto unpublished experiments 
presented at that meeting reveal an inter- 
esting answer to the important question of 
why gastric juice fails to attack the wall 
of the stomach. 

Dr. Selye’s remarks are published in 
this issue and will be of fundamental in- 
terest to all physicians regardless of their 
field of practice. 

We would like to take this opportunity 
to emphasize the importance of Dr. Selye’s 
writings on The fundamental 
monograph on the physiology and _pathol- 
ogy of the response to stress is the book 
known as Stress. This book reports the 


stress. 


(Vol. 4, No. 3) SEPTEMBER 1953 


studies of the General Adaptation Syn- 
drome (GAS), especially the Alarm Re- 
action and the diseases of adaptation. An- 
nual reports on Stress have appeared in 
book form in 1951 and 1952. These re- 
ports deal with current developments in 
the fields of Cortisone, ACTH, STH and 
the Adaptation Syndrome in general. 
This unified theory of medicine should 
be known to every physician. For those 
who wish a more informal approach to the 
subject, The Story of the Adaptation 
Syndrome has been written by Dr. Selye 
in conversational style. Those who have 
heard Dr. Selye speak will anticipate the 
charm and pleasure of his style of writing. 
Other works of Dr. Selye are his stand- 
ard textbook of Endocrinology and a text 
on Ovarian Tumors. All of Dr. Selye’s 
works are written in a lucid, fully an- 
notated and highly authoritative style. 
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AMBULATORY PROCTOLOGY 
SURGICAL SEMINAR 











Injection Treatment 


of Hemorrhoids 


The injection treatment of hemorrhoids 
has but a limited place in ambulatory 
proctology. The philosophy of ambulatory 
proctology, as presented in this series and 
elsewhere, is a surgical philosophy. Read- 
ers who have followed the Seminar series 
to this point will already have realized 
that ambulatory proctology is basically 
surgical proctology. 

Although injection therapy has _ its 
place, it is useful only in a limited num- 
ber of patients. This is particularly true 
because most patients are seen by the 
proctologist only after the pathology is 
well advanced. In these 
offers the best approach. 

However, no one should attempt to 
treat hemorrhoids familiar 
with both surgical and non-surgical tech- 
niques. The choice of therapy must 
always be determined by the needs of the 
individual patient, and not by the train- 
ing or idiosyncrasy of the physician. 

Criteria For Choice Of Injection 
Therapy Injection therapy may be used 
when the hemorrhoids are above the 
pectinate line and are asymptomatic, or 
when bleeding is the presenting symptom. 

Injection therapy may be used if there 
is prolapse, but only if the patient is 
warned of a probable recurrence in one 


cases, surgery 


until he is 


or two years. If the general systemic con- 
dition of the patient contraindicates sur- 
“gery, injection therapy may be used in 
any case of hemorrhoids with prolapse. 
However, prolapsing hemorrhoids are best 
treated surgically. It must be 
bered that’ a hemorrhoidectomy properly 


remem- 


performed under local, caudal (or spinal) 
analgesia is not a shocking procedure, 
even for the debilitated or aged patient. 

In any case where injection therapy is 
used the patient should be forewarned 
that the results are often temporary, and 
certainly not as lasting as those produced 
by surgery. 

In brief, then, the patients most suitable 
for injection therapy would be those with 
hemorrhoids above the pectinate line, not 
prolapsing with straining or defecation, 
and not thrombotic or otherwise com- 
plicated. It is best if the hemorrhoids are 
small in size and on a broad base. Larger 
hemorrhoids may be converted into a 
fibrous mass by injection, and a hemor- 
rhoid on a narrow base may be converted 
into a fibrous mass on a pedicle. 

Armamentarium The anoscope em- 
ployed will vary with the preference of 

The Hirschman speculum 
The. Ives speculum is also 


the operator. 
is excellent. 
suitable. Some operators prefer a slotted 








\ 





ca 





Author's hemorrhoid injection needles. 


fig. 4. 
Below, 


Above, central point injection needle. 
superior pole injection needle. 
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speculum such as the Brinkerhoff, but the 
sharp edges of this instrument and the 
fact that it cannot be rotated without pain 
once it is in position, speak against its 
use. 

A 2 cc. Yale-Lok syringe with a 19 
gauge, 134 inch needle will be satisfactory 
for routine use. The Cantor needles for 
superior pole and central point injection 
techniques may be prepared by the in- 
dividual operator by bending a_ tonsil 
injection needle for the first type and a 














standard straight needle for the second 
type (with a pair of pliers or hemostats) 
to form the curvatures illustrated (Figs. 
152). 

The latter needles will control both 
depth of injection and site of injection, 
and thus indirectly the extent of injec- 
tion. The superior pole injection needle 
is for retrograde injection therapy, the 
needle point being inserted at the upper 
pole of the hemorrhoid. Penetration is 
produced by drawing the needle point to- 


Fig. 2. Superior pole injection technique; A. The needle is drawn toward the operator to pene- 
trate the superior hemorrhoidal pole. B. The needle point is disengaged after injection. C, The 
needle is rotated inward and the needle is withdrawn. 
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ward the operator (Fig. 3). The injected 
solution thus infiltrates from above down- 
ward. 

The central or inferior pole injection 
needle is curved so that the injection tip 
can penetrate only to a depth of one 
centimeter (Fig. 4). The shaft curvature 
design allows the needle point to remain 
at all times within the line of vision. 

The solution may be 5% quinine and 
urea hydrochloride or 5% phenol in Wes- 
son or Almond Oil. Wesson Oil is pre- 
ferred. 

A good source of light is necessary. 
Illumination may come from a light at- 
tachment on the speculum, a head mirror 
for reflected light, or a head band and 








light for direct illumination (National 
Electric, Cameron or Welch-Allyn). 

Technique The patient may be in the 
knee-elbow, the inverted or the lateral 
position. The knee-elbow position is pre- 
ferred. 

The patient may be advised that he will 
feel only the insertion of the examining 
instrument, and that he will not feel the 
injection needle. 

A well-lubricated speculum is carefully 
inserted, the obturator is removed, and the 
largest hemorrhoid is brought into view. 
It is impossible to sterilize the surface of 
the mass, and unnecessary inasmuch as 
the injection solution of choice (5% 


phenol in oil) is self-sterilizing. 


—— 





SN 


Fig. 3. Hemorrhoid injection technique. 
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Fig. 4. Central point injection technique. 


The illustrations indicate the positions 
of the needle for superior pole injection 
and for central point injection techniques. 
A sufficient quantity of the solution should 
be injected to produce tumefaction. When 
distention is adequate, tiny capillaries 
usually will be seen on a_ pale back- 
ground. The amount of injection always 
varies with the size of the hemorrhoid and 
the site of injection. 

A single vein may be injected at one 
time, or several if several 
actively bleeding points. When the injec- 
tion is completed the obturator is inserted 
and the speculum is removed. Digital 
massage of the injection area is of value. 


there are 


RT.POST. 


LT 


AT ANT. 


A. 


It is probably best to begin injections 
at the superior pole, injecting one hemor- 
rhoid at each visit. The second injection 
for a particular varicosity, if required, is 
given at the central point, directly into the 
pile mass. The appearance and location 
of residual tissue will dictate further in- 
jections. 

The operator must never inject directly 
into an area indurated by a previous in- 
jection. If bleeding is the major indica- 
tion, all areas of bleeding should be in- 
jected at the first visit. 

Another technique is to inject the com- 
plete circumference, one quadrant at a 
time, beginning at a high superior pole 
level, without regard to specific hemor- 
rhoids. High level injections are given at 
weekly intervals, successively at 11, 5, 7, 
8, 3. 12 and 6 o'clock. This requires 8 
weeks. The same weekly procedure is 
then repeated at a lower circumference. 
at the level of the central point of the 
hemorrhoidal tissue. This technique is 
particularly valuable with prolapse. 

Another technique employing a clamp 
and injection combination will be found 
in the March 1953 issue of this Journal. 


!2POST. 


9LT. RT 3 


ANT. 6 


B. 


Fig. 5. Diagrams for recording injection sites: A. By primary hemorrhoid sites. B. By clock dial 


or quadrant notations. 
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ATLAS OF PROCTOLOGIC SURGERY 





This discussion will be limited to oper- 
ative and topographic anatomy, material 
of clinical importance only. 

Anus and Perianal Skin The ex- 
aminer should be familiar with the normal 
appearance of the slit-like anal orifice, 
with radiating folds in the surrounding 
skin produced by the action of the cor- 
rugator cutis muscle. (Fig. 1) The con- 
trast of a patulous anus will then be 
readily apparent. A patulous anus may 
indicate a nervous system lesion, chronic 
prolapse, prolapsing hemorrhoids or polyp, 
or a sexual aberration. 

A tight anal orifice may be due to 
hypersensitivity, fissure or anal ulcer, 
cryptitis, inflammatory lesion in the region 
of the pectinate line, etc. In most cases 
this spasm is voluntary and disappears 
when the patient relaxes. 

The normal perianal skin is flexible, 
freely movable, and relatively smooth 
aside from the normal corrugator cutis 
folds above described. 

Pruritis ani cause thickening, 
hypertrophy of these radiating folds, and 
depigmentation of varying degree. Minute, 
scattered ulcerations are frequently seen. 

The sebaceous skin glands close to the 
anus may become cystic with an oily, 
sebaceous content, and with superimposed 
infection in some cases. Sweat glands in 
this region may also be the seat of 
furunculosis or pyodermia. 

The anal canal (1.5 to 3 cm. in length), 
extends to the pectinate line, and is cov- 
ered with modified squamous epithelium. 


may 


Clinical 


Anatomy 


The sensory nerve endings in this area 
account for the marked pain sensitivity 
below the pectinate line. Thus, anal ulcers 
involving the skin of the anus and the 
anal canal are very painful. 

Pectinate Line The pectinate line 
consists of the folds (valves) of Mor- 
gagni and the papillae. (Fig. 2). There 
are 5 to 8 tiny papillae, connected with 
each other at their bases by thin folds 
(valves). These valves and papillae en- 
close the anal crypts of Morgagni. Bor- 
dering the crypts, and extending upward 
from each papilla for a distance of 1 to 
2 cm., are longitudinal folds of mucous 
membrane known as the columns of 
Morgagni. 

These papillae may become inflamed 
and hypertrophied, sometimes growing to 
finger-like polypoid proportions. The 
crypts may also become infected or in- 
flamed. Indeed, most ichiorectal abscesses 


FIGURE | 
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FIGURE 2 
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and most fistulas begin with cryptitis. glands of Herrmann, 6 to 8 in number, 


These infections involve (or start in) 
the simple tubular and branching glands 
within the crypt walls. The intramuscular 
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are flask-like swellings in the internal 
sphincter with tubular branches extending 
through the external sphincter to end 
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blindly in the intra-muscular connective FIGURE 7 


tissue. 
When the crypts become inflamed or PILE 
infected, the mouths of these glands may PEDICLE 


be obstructed by edema, and drainage 
is then impaired. 

Nerve Supply The perianal nerve 
supply is derived from branches of the 
dorsal roots of the first, second, third 
and fourth sacral and first coccygeal seg- 
ments. (Fig. 4). Inasmuch as part of 
the nerve supply of the external sphincter 
and the levator ani is furnished by 
branches of the nerves that supply the 
anal canal, peripheral sensory irritation 
may produce reflex sphincter spasm. FIGURE 6 
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FIGURE 5 
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Similarly, gastrointestinal hypo- or hyper- 
motility, hypo- or hypersecretion, may 
result reflexly from anorectal pathology 
through the common derivation of the 
nerve supply. Sciatica may also be a 
reflex manifestation of anorectal path- 
ology. 

Although the anal canal is richly sup- 
plied with sensory, pain-carrying nerve 
endings, the rectum is not subject to 
ordinary pain stimuli. Above the pectinate 
line the surgeon may fulgurate or incise 
without a pain response. 

Pectenosis Miles first used this term 
to describe a deposit of fibrous tissue in 
the submucosa of the pecten area. The 
pecten extends from the anorectal line 
above to the intersphincteric line below 
(White line of Hilton). In this sub- 
epthelial areolar tissue of the upper third 
of the anal canal we find the anal ducts 
and intra-muscular glands above de- 


FIGURE 9 
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scribed. Thus, the pecten area 
is of extreme clinical importance 
as the site of inflammatory tissue 
change. A chronic anal ulcer is 
almost always associated with 
thickening of the pecten band 
(pectenosis). 

According to Spiesman, the 
pecten band should be incised at 
the time of excision of an anal 
ulcer (without incision of the 
sphincter). Incision of the pec- 
ten band alone usually allows 
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FIGURE 10 


Ext sphincter ani 


the sphincter to relax completely, mak- 
ing a sphincterotomy unnecessary. 
Rectum The pouch at the point of 
peritoneal reflection from the bladder 
anteriorly in the male and the posterior 
vaginal wall and uterus in the female, 
to the anterior rectal wall, may be the 
site of metastasis from carcinoma of the 
stomach, ascending colon, 
pancreas, kidney, gall: bladder or breasts. 
When these growths are palpable on 


esophagus. 





Retro-rectal space 


Rectum 





digital rectal examination, 
the projection is called Blu- 
mer’s rectal shelf. (Fig. 3). 

Vascular Supply This 
is illustrated in Fig. 5, and 
will not be described in de- 
tail We must always re- 
member that internal hemor- 
rhoids are those above the 
pectinate line, and if injec- 
tion treatment is elected for 
a particular patient, it should 
be confined only to the in- 
ternal hemorrhoidal tissue. 
With repeated prolapse of a 
hemorrhoid the rectal mu- 
cosa becomes redundant, and 
a palpable longitudinal fold 
is formed containing the 
main artery. This fold is 
called the “pile pedicle.” 
(Fig. 7). In excision hemor- 
rhoidectomy techniques a su- 
ture ligature is placed 
through the pile pedicle, 
thus ligating the main 
artery. 

A glomus of convoluted 
vessels with an afferent 
artery (derived from the mid- 
dle sacral artery), and an 
efferent vein, may be found 
below the tip of the coccyx, 
beneath the levator and mus- 
cle. (Fig. 6). This glomus 
may form tumors classified 
as angiosarcoma or epithe- 
lioma. They are benign and 
may be excised locally 

Fig. 8, demonstrates the anatomy of the 
sphincters and the vascular structure of 
the anal canal. 

Fig. 9. illustrates the lymphatic drain- 
age of the rectum. 

Surgical Anorectal Spaces Th e 
loose tissue area formed by divergence of 
some of the posterior fibres of the ex- 
ternal sphincter ani behind the anal canal 
is called Brick’s space. Infection from a 
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posterior crypt may drain into this space. 
Anal ulcer is most common in the pos- 
terior midline because of this divergence 
of the fibres of the external sphincter, 
weakening the support of this tissue 
during defecation. 

In Figure 13 we see the surgical ano- 
rectal spaces. An abscess may extend 
into one or more of these spaces. 

In the development of a horseshoe type 
of posterior fistula the communication 
between the ischiorectal fossae is through 
the deep postanal space. 

Sigmoidoscopic Anatomy Si ¢ - 
moidoscopic views of the rectum and 
rectosigmoid, demonstrating the valves of 
Houston are illustrated in Fig. 10. The 
rectosigmoid junction is seen when the 
sigmoidoscope is advanced 1144 to 2% 
inches above the superior valve of Hous- 
ton. At this point there is a narrowing 
of the lumen at the angulation formed by 
the junction of the upper rectum and the 
lower sigmoid colon. Note the transverse 
folds of the sigmoid rugi and the trans- 
mitted pulsation of the left hypogastric 
artery as it passes behind the sigmoid. 


FIGURE 


FIGURE 12 


Recto-sigmoid 
Junction 
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Figures 10, 11 and 12 from ''Ambulatory Proctoloay," 
Second Edition, by Alfred J. Cantor, M.D., Paul B. 
Hoeber, Inc. 


a. Anal fascia 

b. Levator plate 

c. Deep external sphincter 
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BOOK REVIEWS 
FOR PROCTOLOGISTS 


AN ATLAS OF NORMAL RADIOGRAPHIC 

ANATOMY By Isador Meschan, M.A., M.D., 
Professor and Head of the Department of 
Radiology, University of Arkansas School 
of Medicine. With the assistance of: R.M.F. 
Farrer-Meschan, M.B., B.S., (Melbourne, 
Australia). 593 pages, 1044 illustrations on 
362 figures. Philadephia and Lordon: W. B. 
Saunders Company, 195i. Price $15.00. 


This is undoubtedly the best book of its 
kind. Inasmuch as most practitioners are 
called upon, at one time or another, to either 
read or take X-ray plates, this book should 
be of great value in every medical library. 

Indeed, it should be a required volume in 
the teaching of medical students. It is very 
well written, beautifully organized, and ex- 
pertly illustrated. Unless the student and 
practitioner are well acquainted with the nor- 
mal anatomy, it will be impossible to properly 
interpret morbid anatomy. 

This well conceived guide and reference 
for the general practitioner offers a palatable 
course in radiology and radiographic anatomy. 

The chapters on the anatomy of the gastro- 
intestinal tract will be of particular interest 
to the gastroenterologist and the proctologist. 


ACVANCE IN MEDICINE AND SURGERY 
From The Graduate School of Medicine of 
the University of Pennsylvania. 441 pages 
with 43 figures. Philadelphia & London: W. 
B. Saunders Company 1952. Price $8.00. 


In 1950 the first of a series of annual 
courses was offered by the faculty of the 
Graduate School of Medicine of Pennsylvania. 
These courses were intended to continue the 
basic education of graduate physicians. The 
present volume represents, in part, the pro- 
ceedings of such a course. It is, in effect, a 
series of symposia dealing with ten topics of 
clinical interest, in which recent advances 
have been established. 

The subjects considered are the Present 
Status of Adrenal Cortical Hormones. The 
Role of Potassium in Health and Disease, 


Hypertension (Medical and Surgical Treat- 
ment), Preparation of Patient, Thromboem- 
bolism, Pulmonary Infections, The Relief of 
Pain, Current Status of the Cancer Problem, 
Recent Developments in Viral Diseases, and 
Functional Disorders. 

A simple listing of the subjects considered 
does not do justice to the text. All sections 
are well written, thoroughly up-to-date, and 
offer much of value to the interested prac- 
titioner. 

The proctologist will want to know more 
about the adrenal cortical hormones, as _ will 
every other surgeon. The role of potassium 
is increasing in importance, and is well evalu- 
ated in this text. The section on fluid and 
electrolyte balance in preoperative prepara- 
tion, and its companion section on the pre- 
operative evaluation and preparation of nutri- 
tion, are particularly well done. The proc- 
tologist will want to read these sections. 

This reviewer was particularly impressed 
hy the chapter on The Psychopathology and 
Psychotherapy of Pain. 

There is excellent material on the Chemo- 
therapy of Cancer, and the Psychologic Man- 
agement of the Cancer Problem. 

The proctologist will also be interested in 
the section on Functional Disorders from 
the Gastrointestinal View Point. The book is 
highly recommended. 


DISEASE OF THE DIGESTIVE SYSTEM By 
Sidney A. Portis, B.S., M.D., F.A.C.P., 
Associate Clinical Professor of Medicine, 
University of Illinois Medical School; Senior 
Attending Physician in the Department of 
Medicine, Michael Reese Hospital; Con- 
sulting Physician, Cook County Hospital: 
Member of Advisory Board of Institute of 
Psychoanalysis; Chief of the Medical Service 
of the Institute for Psychosomatic and Psy- 
chiatric Research and Training, Michael 
Reese Hospital, Chicago, Ill., 1119 pages, 
269 Engravings, 5 Color Plates, Lea & Feb 
riger, Third Edition, 1953, $20.00. 
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The Third Edition of this classical volume 
is thoroughly revised and boasts a distin- 
guished list of contributors. During the six 
years since the Second Edition there have 
been many developments in gastroenterology, 
particularly in psychosomatic problems. These 
psychogenic gastrointestinal disturbances are 
extensively and authoritatively considered in 
the new text. 

There have been major revisions in most 
of the other chapters as well. 

The book is well illustrated, as it has been 
in the past, carefully organized for reference 
as well as for study, and very complete. 

The proctologist will find an excellent sec- 
tion on Cancer of the Colon, another on Can- 
cer of the Rectum, and a general chapter 
covering other diseases of the rectum. Indeed, 
the colon is given especially good coverage 
in this volume. 

This book should be in the library of every 
gastroenterologist, every proctologist, and 
every practitioner interested in the intestinal 
tract. 


CLiNICAL ALLERGY By French K. Hansel, 
M. D., M. S., Director, Hansel Foundation 
for Education and Research in Allergy; 
Chief of Allergy Service, De Paul Hospital, 
St. Louis. 1005 pages, 86 illustrations and 3 
color plates. The C. V. Mosby Company, 
St. Louis 1953. Price $17.50. 


This is a well rounded presentation of gen- 
eral as well as special phases of allergy. 
The newer information relating to allergy in 
otology and ophthalmology is included. 

The text is well written, and sufficiently 
broad to interest the general practitioner as 
well as the specialist. 

The writer has been practical in his present- 
ation. The beginning student will find funda- 
mental details. 

The simplified method of treatment offered 
for hayfever, etc., will be useful to both 
general practitioner and specialist. 

here is an excellent section on cardio- 
vascular allergy as related to tobacco. Recent 
progress in the study of the allergic head- 
ache is also well covered. 

The gastroenterologist and proctologist will 
be especially interested in the chapter on the 
basic concepts of allergy, the gastrointestinal 
manifestations of allergy in children, the full 
chapter on gastrointestinal allergy in adults, 
and two chapters on food allergy and its 
treatment. 

The book is highly recommended. 


VIRAL AND RICHETTSIAL INFECTIONS OF 
MAN Edited by Thomas M. Rivers, M. D., 
Director of the Hospital of the Rockefeller 
Institute for Medical Research, with the 
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collaboration of a group of 29 distinguished 
authorities. Second Edition. 736 Pages, 74 
iliustrations, with 7 color plates. J. B. Lippin- 
cott Company 1952. Price $7.50. 


This book is a companion volunie to Bac- 
terial and Mycotic Infections of Man. As 
such, it is equally authoritative, well written, 
and well illustrated. Inasmuch as this book, 
in common with Bacterial and Mycotic Infec- 
tions of Man, could not be written by a 
single individual, the task of writing has been 
distributed to eminent authorities in each 
sub-division. Editing is very expert, and the 
book is well rounded as well as well knit. 

As the reader knows, viruses and rickettsiae 
are obligate parasites. Therefore, they multi- 
ply only in the susceptible cells of a living 
host or in living cells in tissue cultures. In 
addition to a description of the clinical effects 
of such parasites, there are sections on epi- 
demiology in each chapter. 

An excellent section on the bacteriophages 
should be studied by all physicians. It is 
this reviewer’s opinion that the bacteriophages 
have been neglected in clinical medicine. 

The protologist and gastroenterologist will 
find the section on lymphogranuloma ven- 
ereum of particular interest. 

It is really remarkable that each of these 
volumes, the Dubos text, and the Rivers text, 
is available at so low a price. Of course, the 
answer is a subsidy for the publisher. 

Under these circumstances, both volumes 
should be in every medical library. 


DERMATOLOGY IN GENERAL PRACTICE. 
By Jacob Hyams Swartz, M.D., Assistant 
Professor of Dermatology, Harvard Medical 
School and Post-graduate School; Consult- 
ing Dermatologist, Massachusetts General 
Hospital; Member American Dermatological 
Association, American Mycological Assoc.; 
Diplomate American Board of Dermatology. 
581 pages, 253 Figures, The Williams & 
Wilkins Company, Baltimore, 1953. Price 
$11.00. 


The general practitioner is desperately in 
need of information in dermatologic diagnosis 
and therapy. There have been very few prac- 
tical guides for the practitioner. Dr. Swartz 
has written such a simplified guide. His rules 
for differential diagnosis are easily followed, 
and the treatment outlined is in practical, 
specific form. 

The illustrations throughout (photographs) 
are excellent and informative. 

The book is well written, well organized for 
ready reference, and should be a valuable 
addition to every general practitioner’s library. 

The proctologist will be pleased to find 
sections on granuloma inguinale, hydradenitis 
suppurativa, chrancroid, and  condyloma 
acuminata. 
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The Influence of Pregnancy on 
Chronic Ulcerative Colitis 

This paper received the A. B. Graham 
award for 1952. This contribution is 
based upon 29 gestations in 26 women suf- 
fering from chronic ulcerative colitis re- 
ported by Herbert I. Kallet in the Am. 
Jour. Surg. [84:574-578 (November) 
1952]. The literature was reviewed and 
composite results were tabulated. A total 
of 197 patients were thus studied, includ- 
ing these new cases. 84 per cent of the 
gestations went to full term and normal 
delivery. Spontaneous abortions occurred 
in 8 per cent, while an additional 5 per 
cent had therapeutic abortions performed. 
There were three premature births and 2 
cesarian sections. In those Patients in 
whom the disease began during pregnancy 
or became exacerbated, were usually re- 
sistant and severe. 40.1 per cent showed 
severe exacerbation of the disease during 
pragnancy. Large doses of luteal hormone 
apparently were of benefit in advanced 
ulcerative colitis. Patients becoming preg- 
nant after having an ileostomy or colec- 
tomy may carry gestation to term. Anal 
ulceration, anal stenosis or anal fistula 
formation were the most frequent compli- 
cations. Sucessful management of these 


Patients necessitates close cooperation be- 
tween the internist, obstetrician and proc- 


tologist. 


D.C.C. 


Plastic Operation for Multiple 
Anorectal Lesions 

Strictures, fissures, recurrent hemor- 
rhoids, mucosal prolapse and other late 
complications sometimes follow definitive 
surgery for extensive, benign anorectal! 
disease. No single operation can ade- 
quately cope with multiple lesions and yet 
give consistently satisfactory end results. 
An operative technic is described which 
combines and employs the best features of 
the well known technics of Gabriel, White- 
head and Milligan. The reader is urged 
to consult the original article for the well 
detailed operative technic. It is believed 
that this technic has much to recommend 
itself to proctologists in these occasional 
difficult and extensive cases. Emil Granet 
in Am. Jour. Surg. [84:534-540 (Novem- 
ber) 1952] has claimed consistently satis- 
factory end results as characterized by 
pliable, and a dilatable anus free of 
pathologic lesions. 


D.C.C. 


—Continued on page 250 
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THE WAPPLER 
COLD CAUTERY SCALPEL 





Provides accurately con- 
trolled electrosurgical cur- 
rents for superficial or 
massive coagulation, exci- 
sion of polypi, bloodless 
excision of biopsy speci- 
mens, and many other 
proctological procedures. 


Ideally suited for use with 
the Frankfeldt Snare. 
iis 


ESTABLISHED IN 1900 


a 











THE FRANKFELDT SNARE 


Compact, well-tnsalated, and especially adapted for use 


‘ with modern high frequency generators of tissue-cutting and coagu- 
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lation currents—the Frankfeldt Snare is a welcome addition to the 
armamentarium of the surgeon in his proctologic work. Not only does 
it simplify operative procedures, but it renders accessible for exposure 
or attack those pathologic changes within the terminal area of the 
bowel which are ordinarily difficult to approach. 


Embodied in the Frankfeldt Snare 
are these five unique advantages: 


Angular construction permitting ample 
visualization of the part to be treated. 


Stem or snare arm available in any size 
(6, 10 and 14 inches are standard); arm is 
insulated throughout its length for safe 
usage through metal proctoscope tube 
without shorting or sparking. 


. Stainless steel hinged snare loop adjust- 


able to any size. 


. Any number of jaw tips may be attached,’ 


for special purposes, simply by-insettion 
of wire with screw-on arrangement, at dis- 
tal end. ae 


. Various types of jaw tips (see. Hiuanhition) 


are available. The patented hinged lip of 
the stainless steel snare wire loop mini- 
mizes possibility of breakage under strain, 
and assures an open loop. 
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THERAPEUTIC ABSTRACTS 


—Continued from page 248 





Massive Upper G. I. Hemorrhage— 

Its Diagnosis and Management 
Robert W. Bartlett of St. Louis, Mis- 
souri, writing in the Mississippi Valley 
Medical Journal [75:72-73 (March) 
1953], briefly discusses the medical and 
surgical treatment. The vast majority of 
Massive hemorrhages will stop on a con- 
servative regime with prompt and ade- 
quate restoration of blood, frequent oral 
feedings, and real sedation. Seventy-five 
percent of all massive bleeding is caused 
by peptic ulcers. Twenty percent are due 
to esophageal varices, gastric malignancy 
or chronic gastritis. If hemorrhage fails 
to stop within forty-eight hours, surgery 

should be immediately considered. 
N.A. 


Obstructive Perforation of the 
Cecum. Report of Eight Cases 


Obstructive perforation of the cecum, de- 
fined as a blow-out of the wall of the cecum 
resulting from remote obstruction of the 
distal colon is discussed by Frank J. Rack 
in the Am. Jour. Surg. [84:527-533 (No- 
vember) 1952]. The features of eight cases 
proven either at operation or at autopsy 
are presented. Six patients were operated 
upon with a fifty per cent mortality. In 
two patients obstructive perforation of the 
cecum and death resulted. Surgical de- 
compression for obstruction had _ been 
done a few days previously, but was 
apparently inadequate. In this condition 
radiography of the abdomen commonly 
demonstrates a massive pneumoperitoneum 
associated with a hugely distended cecum. 
Simple cecostomy or exteriorization of the 
cecum is recommended instead of a formal 
exploratory laparotomy when obstructive 
perforation of the cecum is suspected. 


D.C.C. 


Chronic Infection Granuloma 
of the Large Bowel 


Only histological examination can dif- 


ferentiate this disease from malignant 
neoplasm of the colon. In the case here 
reported by H. H. Galston in the Va. 
Med. Monthly [79:500-503 Sept. (1952) ] 
of a 30 year old white male there was a 
large tender mass in the right lower quad- 
rant extending from the pubic ramus up- 
ward past the level of the umbilicus with 
marked anterior abdominal wall spasm, 
and moderate right psoas muscle spasm. 

Ba Enema revealed a partial obstruc- 
tion at the hepatic flexure with a rounded 
filling defect protruding into the barium 
filled lumen. The mucosa of the colon 
there and 8 cm. proximally was markedly 
altered with the contour outline and hau- 
stral pattern completely absent. This seg- 
ment retained only a small quantity of 
barium. 

Exploration revealed a large granu- 
lomatous mass involving the cecum and 
ascending colon. The terminal ileum, all 
the right colon and 1/3 of the transverse 
colon were resected and an end to side 
ileo-transverse colostomy performed. The 
pathologist reported: 

A localized annular lesion, 9 cm. long 
of the cecum and ascending colon with a 
markedly thickened intestinal wall, with 
mucosal pattern sharply interrupted at 
the proximal and distal margins. The 
mucosa had been replaced by spherical 
nodules (2-8 mm in diameter) with several 
tortuous sinuses between the nodules. 


Comment (by abstractor) 


In lesions of the ascending colon with a 
history of diarrhoea, anemia, palpable R.L.Q. 
mass and a roentgen evidence of obstruction 
and filling defect, resection of the entire 
ascending colon together with sufficient adja- 
cent ileum and transverse colon and ileo-trans- 
verse colostomy should be performed. It is 
indeed impossible to differentiate this condi- 
tion from malignancy clinically. Galston should 
be commended for good sound surgical judg- 


ment. 
H.N. 
—Concluded on page 256 
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Xylocaine® Hydrochloride (Astra) 
merits special consideration by the busy 
anesthesiologist and surgeon. Profound 
in depth and extensive in spread, its 
well-tolerated effect is more significantly 
measured by the time saved through its 
remarkably fast action, by which so 
much normally wasted “waiting time” 


XYLOCAINE is converted to productive “working 
SYOROCHLORIDE time”. 


XYLOCAINE’ HCL 


sf Pronounced Xi lo‘cain 


Stocked by leading wholesale e e . 
areseiate and. surgical supply (Brand of lidocaine hydrochloride* ) 
houses as a 1%, 1% or 2% A 

solution without Epinephrine 

and ear ola ahtns 1 :100,- AN AQUEOUS SOLUTION 

000. 2% solution is also sup- : = : 
T0000. All selutone dv A 4th dimensional approach 
pensed in SOce. and 20cc. ° 
Siiatiple dose vials, packed to preferred Rivers anesthesia 


5x50cc. or 5x20cc. to a carton, 


_ Bibliography available on request 


AS'TIERA PHARMACEUTICAL PRODUCTS, INC. WORCESTER, MASS. U.S.A. 


“U.S. Patent No. 2,441,498 
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—Concluded from page 250 





Carcinoid Tumor of the Rectum 


According to Masson’s hypothesis, car- 
cinoid tumors may occur anywhere in the 
body where chromaffin cells are present as 
reported by Samuel J. Freund in the Am. 
Jour. Surg. [84:603-609 (November) 
1952]. There are two types of tumors, 
benign or slow growing and malignant 
with ‘metastatic ability. These two types 
of tuiners can not be distinguished _his- 
tologically: : Likewise, the size of the tumor 
is no criteria for its degree of activity. 
Treatment of carcinoid tumors depends on 
whether the tumor remains localized and 
the time of its recognition. Two new case- 
reports are added to carcinoid of the rec- 
tum, bringing to a total eighty instances 
reported in the literature. 

D.C.C. 


Clinical and Experimental Study of 
Denuded Surfaces in Extensive Sur- 
gery of the Colon and Rectum 

The denuded areas’ which result from 
excising the peritoneum of the abdominal 
and pelvic cavities lend themselves well 
to regeneration and natural repair. - It is 
noteworthy to observe the rapid and com- 
plete reformation of a new surface almost 
identical with that of the original peri- 
toneum. Microscopic examination of the 
regenerated tissue shows its histologic 
similarity to normal peritoneum. If the 
colonic.‘and rectal surgeon will accept this 
thesis of .deperitonealization, it will allow 
him more freedom in the necessary wide 


removal of peritoneum for the cure of 
cancer. This thesis will avoid the danger- 
ous displacement of important abdominal 
structures in an effort towards reperi- 
tonealization. Also, operative time is thus 
shortened and the danger of suture foreign 
body reaction from extensive suturing of 
peritoneal surfaces is avoided. This thesis 
supports the contention that open colonic 
anastomosis can be done just as safely 
even in the presence of deperitonealization. 
However, it is pointed out by Howard D. 
Trimpi and Harry E. Bacon Am. Jour. 
Surg. [84:596-602 (November) 1952] that 
if possible, visceral or serosal peritoneum 
should be kept intact to avoid weakening 
the bowel wali or interfering with the 
blood supply to the muscularis. 

DCL. 


Industrial Compensation Aspects 
of Lesions of Colon, Rectum and 
Anus 

Injuries of the anus, rectum and colon 
caused by direct occupational trauma are 
obviously compensable. Almost all types 
of proctologic lesions could, in certain 
circumstances, be claimed to have some 
relation to occupational trauma or strain 
as either an etiologic or aggravating 1ac- 
tor. Walter Birnbaum, and Cooper Davis 
in the Am. Jour. Surg. [84:551-557 (No- 
vember) 1952] present case reports, legal 
opinions and interpretations derived from 
the medical literature. ; 


D.C.C. 





1954 Annual Meeting of the 
International Academy 
of Proctology 

The 1954 Annual Meeting of the Inter- 
national Academy of Proctology will be 
held at the Palmer House, Chicago, IIli- 
nois, April 8-11. An unusually fine pro- 
gram is being arranged, with equal em- 
phasis on both Ano-rectal and Colon 


Surgery. The medical aspects of Proc- 
tology will be extensively covered. 

Our Chicago Committee has promised 
an exceptional Surgical Clinical demon- 
stration, outstanding speakers, a full pro- 
gram of new Clinical Motion Picture, and 
a gala ‘Dinnér-Dance. 

Tt is‘not:.too early to plan to .be- with 
us in Chicago, April 8-11,°1954. 
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THIS COMPLETE 


WELCH ALLYN 
RECTAL SET 


fills every need of 
specialist or GP 


The importance of complete rectal 
examination to detect possibly pre- 
cancerous lesions or abnormalities 
is now widely recognized, and more and more 
physicians are equipping themselves with 
rectal instruments. General practitioners are 
learning what proctologists have long known: 
that Welch Allyn rectals are superbly de- 
signed and made for efficient diagnosis and treatment, 
ease of use and durability. A particular favorite is this 
No. 318 set, priced at $169.50, whose contents are shown 
in detail below. Ne. 318A, with built-in aspirator $179.50. 














4, ; 308 


No. 308 sigmoidoscope, No. 300 proctoscope and No. 280 medium anoscope, with brilliant, shadow- 
No. 304 infant proctoscope, distally illuminated free illumination, offset obturator handle. No. 700 
for brilliant, glare-free field of view, with tapered large battery handle, with rheostat control, a de- 
and curved obturator tips for casy passage. pendable source of current for all Welch Allyn 


instruments. 






§ PNG BUILT-IN ASPIRATOR TUBE 
? BUILT-IN STOPCOCK FITTING 


DETACHABLE STOPCOCK 
em ~~ russer TUBE 





No. 342 biopsy punch, a well balanced, stainless Welch Allyn sigmoidoscopes are available at 
steel instrument. No. 317 rectal probe and No. $10.00 extra per instrument with built-in aspirator 
319 rectal hook. tube for smoke removal, complete with stopcock 


as shown in exploded view, above. 


Set No. 318 also includes inflating bulb and cord (for attachment to 
battery handle, battery box or transformer) and extra lamps. Smaller 
Welch Allyn rectal sets are also available, and individual instruments 
may be purchased separately. 


WRITE FOR COMPLETE RECTAL CATALOG, OR ASK YOUR WELCH ALLYN DEALER 


WELCH ALLYN, Inc. Skaneateles Falls, N.Y. 
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LETTERS TO THE EDITOR 


—Concluded from page 206 





please do not hesitate to call upon us. 


Sincerely, 
Aurrep J. Cantor, M.D. 





The following letter was received from 
the secretary of one of the County Medi- 
cal Societies of New York State with ref- 
erence to the Editorial in THE AMERICAN 
JourRNAL oF ProctoLocy of June, 1953, 
containing the following statement on 
page 155: “ ‘Despite this, to this writer’s 
knowledge, in one county of New York 
State, the voting privileges of one physi- 
cian had been suspended by his Society 
for a period of three years on the charge 
that his fee was too high for the services 
rendered.’ A footnote claims that the 
State Society reduced the term of suspen- 
sion by one and one-half years, thereby 
implying that the State Society did not 
approve of the County Society’s action.” 

“The statement that the physician in 
question was suspended by his Society on 
the charge that his fee was too high is 
false. The doctor was charged, and found 
guilty, of violation of Section 1 of the 
Principles of Professional Conduct, which 
states: ‘Upon entering the medical pro- 
fession everyone incurs an obligation to 
advance the science and art of medicine, to 
guard and uphold its high standards of 
honor, to conform to the principles of 
professional conduct and generally to 
comport himself as a gentleman.’ 

“Furthermore, the implication that the 
State Society's Board of Censors disap- 
proved the action of the County Society is 
misleading. The State Board of Censors 
agreed with the County Society that the 
doctor in question had violated the princi- 
ples of professional conduct in connection 
with the charges filed against him. The 
Censors of the State Society apparently 
felt the suspension imposed by the County 
Society was just, but that a merciful re- 
duction in the length of his suspension 


might influence the physician to be more 
faithful in his adherence to the principles 
of professional conduct.” 

In accordance with the request of the 
Secretary of the County Society in ques- 
tion, this explanation is included in this 
issue of the Journal. 

We regret the misleading implications 
of the Editorial. The proverbial shoe- 
maker sticks to his last and the wise 
Medical Editor might well follow the old 
adage. Strictly scientific subject matter 
will be the Editorial policy of the future 
to avoid such pitfalls. 





Dear Sir: 

My own experience with the clamp and 
cautery technic of hemorrhoidectomy has 
been entirely satisfactory. However, I 
notice that practically every article pub- 
lished in your journal stresses that the 
dissection technic is better. I cannot un- 
derstand this inasmuch as it is my opin- 
ion that any method that removes the 
hemorrhoids completely is adequate. What 
is your opinion with regard to this state- 
ment? 


J. 8: 4, NED. 
Seattle, Wash. 


There is no doubt that you are absolute- 
ly right in defending the clamp and cau- 
tery technic, if it is satisfactory in your 
hands. However, it is my impression that 
this type of operation is a non-surgical 
procedure. That is, you cannot control 
the extent of destruction when using the 
clamp and cautery technic. It is much 
better surgery to dissect the hemorrhoidal 
tissue free, and know the exact extent of 
the excision. 

On the other hand, we must come to the 
ultimate conclusion that you have already 
pointed out, that any technic that is suc- 
cessful in the individual surgeon’s hands 
is satisfactory —Editor. 
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AMMENS 


gives 
quick 
soothing 
relief 





The starch granules, evenly dispersed in a sea of talc, provide 
a maximum surface area for the absorption of irritating 
moisture. Macerated crevices are protected and healing is 
promoted. 

But Ammens is more than a soothing powder. Zinc oxide, 
boric acid and oxyquinolin are carefully blended with the 
starch and talc. These medicaments provide a barrier which 
helps protect irritated areas against bacterial invasion. 
Growth of bacteria is discouraged. 


Use and recommend Ammens Medicated Powder when- 
ever your patient presents a skin irritated by chafing or 
other mechanical trauma, or when the skin is excoriated by 
fs moisture. It soothes, aids healing. Its faintly medicinal odor 
makes it especially suitable for professionalrecommendation. 


AMMENS ‘nesicores power 


BRISTOL-MYERS COMPANY «+ 19 WEST 50 STREET + NEW YORK 20, N. Y. 
DISTRIBUTOR ‘OR CHARLES AMMEN CO. + ALEXANDRIA, LOUISIANA 
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Newer Medicinals 


Aludrox Suspension, Wyeth Labs., Phila- 
delphia, Pa. Antacid to control temporary 
gastric acidity and in the medical manage- 
ment of peptic ulcer. Dose: As determined 
by physician. Sup: In bottles of 12 oz. 


Binaemon Tablets Organon, Inc., Orange, 
N. J. For treatment of any and all kinds 
of anemia. Dose: Usual, 3 tablets daily; in 
severe anemia, 6 tabiets daily. Sup: In 
bottles of 50 tablets. 


"Eskabarb" Spansule, smith, Kline & 
Freach Laboratories, Philadelphia 1, Pa. For 
all conditions in which continuous sedation 
is beneficial. Dose: As determined by phy- 
sician, should not be given to patients known 
to be sensitive to barbiturates. Sup: In 
bottles of 30 Spansules. 


Kaopectate with Neomycin, The Up- 
john Co., Kalamazoo, Mich. In the sympto- 
matic treatment of diarrhea and as specific 
therapy in bacterial diarrhea caused by neo- 
mycin-susceptible organisms. Dose: Adults, 
2 to 4 tablespoonfuls 4 times daily; chil- 
dren, | to 2 teaspoonfuls 5 times daily. Sup: 
In bottles of | pt. 


Levo-Dromoran Tartrate ‘Roche,’ 
Hoffmann-LaRoche, Inc., Nutley 10, N. J. 
Narcoiic, Dose: As determined by physician. 
Sup: In ampuls of | cc., 2 mg.; vials, 10 cc., 
2 mg./cc.; and scored oral tablets, 2 mg. 


Magnamycin 250 Mg. Tablets, cha:. 
Pfizer & Co., Brooklyn 6, N. Y. New dosage 


form for control of gram positive infections 
especiaily staphyiococci, resistant to peni- 
cillin and other antibiotics. Dose: As deter- 
mined by physician. Sup: Initially packag- 
ing will be in vials of 16 tablets (250 mg.), 
but 100 size bottles are planned for intro- 
duction in the near future. 


Multivitamin Infusion, U. S. Vitamin 


Corp., New York 17, N. Y. For emergency 
feedings in surgery, extensive burns, frac- 
tures and other trauma, severe infectious 
states, comatose conditions, etc., which may 
provoke a shock or stress syndrome requiring 
increased nourishment; also indicated in 
biliary disease, peptic ulcer, persistent dia- 
rrhea and other conditions which impair 
absorption and utilization and in celiac dis- 
ease; seduces incidence of postoperative 
nausea and vomiting, improves sense of well 
being and appetite, reduces postoperative 
abdominal distention, accelerates healing of 
surgical wounds. Dose: For intravenous feed- 
ing, contents of the 10 cc. ampul is added 
once daily directly to not less than 500 cc., 
preferably 1,000 cc., of intravenous dextrose 
or saline. Sup: In 10 cc. ampuls in boxes 


of |, 5 and 25, 


Parepectolin, William H. Rorer, Inc., Phila- 


delphia 4, Pa. For specific and non-specific 
diarrheas, and relief of colic and abdominal 
tenderness. Dose: Adults, | to 2 table- 
spoonfuls 3 times daily; children, | to 2 
teaspoonfuls 3 times daily. Sup: In bottles 
of 8 fl. oz. 











CLEARER, SHARPER, MORE DETAILED EXAMINATION 


witt ‘BARIDOL" 


Permanently stabilized colloidal barium sulfate for use 


tT RR PES IT 


in radiography and fluoroscopy 











WRITE TO 
How IN ECONOMICAL PACIFIC CHEMICAL LABORATORIES 


7 617 Mont St. 
POWDER FORM| *.°¢ a 


San Francisco II, 


OR READY-TO-USE LIQUID or ask your local dealer 
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